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Abstract 
 
This research explored the health beliefs and practices in three generations of 
Greek Australian women in Melbourne. Maintenance of Greek culture in diaspora 
dates from when the Greek people began migrating to Australia decades ago. For 
the descendants of the immigrants, despite their Greek Australian identity, 
maintaining a Hellenic heritage is both vital and important. This research aimed to 
explore transmission of health information and the conceptualisation of health and 
disease among three generations of Greek Australian women in the context of 
their Greek culture and membership in the larger Australian society. This study 
was undertaken using a qualitative approach and ethnographic methods. This 
allowed for the 48 female participants (one generation from each family – 
representing the immigrant, 1st and 2nd generation) to elucidate their subjective 
reality and the meaning they give to life experiences associated to health, illness 
and overall wellbeing. The data was analysed using principles of thematic analysis 
and semiotics. For all generations, health was conceptualised in a holistic manner 
incorporating folk beliefs that originate from the immigrant generation. The Greek 
Orthodox religion was found to be a source of support that provided resilience and 
strategies that allowed for coping mechanisms and rationale of illness. 
Furthermore, the concept of “being Greek” was of great importance for all 
participants. The findings indicate that the Greek community of Melbourne has 
maintained and transmitted cultural patterns and beliefs at both a micro and macro 
level, despite acculturation to the Australian context that was also observed. This 
study elucidates the significant role that culture has on the experience of illness 
and overall wellbeing and suggests the importance of considering cultural 
background in understanding health and illness in individuals and populations 
from specific cultural and linguistic backgrounds.
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Chapter 1 
Introduction 
 
Maintenance of the Greek culture in Melbourne has been and still is both vital and 
important for this community group. In May 2014 the Herald-Sun shared an 
interesting story full of sentiment about the Greek community. Various 
organisations had commissioned a huge statue of Poseidon that they intended to 
give to the City of Moreland with the idea that it should be placed in the middle of 
a lake the Council has as a decoration. There was some controversy about this 
because the Council felt the maintenance of this statue would be very expensive. 
The current Greek community in Melbourne, however, expressed their view that 
an ancient god they technically did not believe in anymore was a reflection of 
their cultural heritage that they wanted to preserve and also share with the public 
in general. This is an excellent example of the importance of traditional cultural 
ideas in the modern interpretations of the community. 
 
Greek migration to Australia dates back to 1827, but the vast majority of Greeks 
arrived between 1945 and 1982. The term 'lucky country' has often been used by 
the elderly members of the Greek community to describe Australia, and this 
attitude has tended to pass down to their children and grandchildren. The city of 
Melbourne now has the world’s largest Greek population outside Greece, and its 
members are generally highly acculturated to Australian society in addition to 
maintaining a strong cultural identity and meaningful links to their ancestral 
country, language, and religion (Tamis, 2005). The extent and importance of the 
Greek culture is still felt today in Melbourne. Ann Barker, former (until 2014) 
State Member for Oakleigh, noted, “the Greek community, in particular have 
retained and shared their cultural heritage with all of us, and have contributed 
significantly to the development of our local cultural identity” (Barker, 2012 p. 9). 
 
The year 2012 marked a milestone for the many young Greek men and women 
who left their homeland and commenced their journey from Piraeus/Athens with 
the destination Station Pier, Port Melbourne, Australia. It was the 1952 Assisted 
Passage Agreement made by the Australian and Greek governments that opened a 
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pathway for Greeks to migrate to Australia in the 1950’s and 1960’s. Australia 
was an attractive destination for many Greeks at this time and offered a new start 
after the experience of war1 in their homeland. Eventually, Melbourne became 
home to the largest Greek population outside the Hellenic Republic. The Greek 
diaspora have called Australia home for many years now, and younger members 
of the community have become acculturated into the mainstream of Australian 
society. The term diaspora is commonly used when referring to Greek people 
living outside Greece, as well as to other cultural groups who are separated from 
their geographical region of origin. Diaspora is a Greek word that actually means, 
scatter, spread or disperse (Baumann, 2000) which emphasises the idea of 
spreading out from a single point of origin. The term, as applied to the Australian 
Greek community, emphasises the existence of certain common elements of 
culture that derive from a common background. 
 
When this group left Greece they had enormous hopes and aspirations for a better 
life. The vast majority of them arrived in Melbourne with few possessions but a 
large store of traditions of their culture, their ancestral homeland and the Greek 
way of life that they saw, and still see, as their most valuable possession. It is not 
uncommon to hear members of this population say ‘water and soil from your 
homeland equals health and prosperity’, reflecting the rural origins of many of 
these immigrants and the way they saw their relationship with the land. The early 
years of Greek settlement in Australia were particularly difficult, but the people 
involved felt that, if they maintained the knowledge of their homeland along with 
the Greek way of life, things would work out. In fact members of this population 
have retained a unique attachment to their homeland as it provides them with a 
sense of belonging (Kaloudis, 2006).  
 
Stories of migration echo the difficulties this first generation experienced. The 
journey started upon one of the many ships traveling between Greece and 
Australia, (Cyrenia; Nea Hellas; Ellinis; Australis; Fairsky; Flaminia; Fairsea; 
                                                 
1 Greece was occupied by the German-Italian forces during World War II and following this, 
experienced a civil war that began a few months after the country was liberated. The civil war 
lasted from 1946-1949, resulting in a strongly anti-Communist government and alliance with 
NATO and the ideals of the west. 
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Skaybryn; Brittains; Basillisa Frederikh and the famous Patris). After 
approximately one to two months at sea, they found themselves in a new country 
where they didn’t know their surroundings, the language or way of life. Some 
migrants might have wondered, “How long have we been traveling for, as we left 
Greece in summer and it’s now winter?” There was no time for adjustment as, in 
most cases, only days after arriving they were knocking on doors asking, “Any job 
for me?” The early years were difficult in terms of finding a job, buying a house, 
facing economic difficulties and the uncertainties of life in a new country, but 
most of the Greek migrants worked hard in the hope of eventually returning to 
Greece. However, for most of them this dream was never realised. The years 
passed and before they realised it, they were married with children and the dream 
of returning to their homeland (πατρίδα “patrida”) was slipping away as Australia 
slowly became their new home (Αυστραλία η δεύτερη πατρίδα), their second 
“patrida”.  
 
For the Greeks of the Australian diaspora, the problem of identity has been 
constant, with many individuals experiencing uncertainty or confusion about 
whether their home is Australia or Greece. Members of the community (including 
the migrant, first and second generation) have often experienced a sense of not 
belonging, along with mixed emotions or even a perception of having multiple 
identities (Bondi, 1993). The legendary Greek singer Stelios Kazantzidis, who 
was considered the voice of the Greek migrant, described this dilemma in one of 
his songs, ‘Στην ξενιτιά είμαι έλληνας και στην Ελλάδα ξένος’, singing,‘I feel more 
of a foreigner in Greece than in a foreign country’. This is a sentiment commonly 
felt by members the Greek diaspora in Australia when they do return to Greece. 
They often reflect by saying, ‘Η Ελλάδα άλλαξε’ (‘Greece has changed’), ‘ο 
κόσμος δεν είναι ο ίδιος’, ‘και εδώ ξενιτιά έγινε’ (‘the people [in Greece] are 
different’, ‘we’re foreigners there as well’). These statements reflect the pain and 
sorrow they feel when it appears family, and the fellow countrymen they left 
behind, have forgotten them.  
 
The Greek migrants of Australia never forgot Greece and the Greek way of life 
though. These migrants are now elderly and have been Australian citizens for 
many years, participating in Australian society while preserving their cultural 
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heritage. At the present time, some 60 years since the Greek community began to 
form in Melbourne, its contributions to Australian society are considerable. The 
Hellenic Museum in Melbourne recognised this with two exhibitions in 2012 
describing the experience of the Greek diaspora since arriving in Australia. 
However, despite the successful transition of its members to life in Australia and 
the increasing acculturation and adaptation of the generations born in this country, 
many Greek Australians still feel the pull of their ancestral homeland.  
 
The Greek community makes up a significant portion of the non-Anglo-Saxon 
population of Melbourne. The city currently has the largest Greek population 
outside Greece, with migration dating back to 1827. The vast majority of Greeks 
arrived after WWII and the civil war in Greece. While first and second generation 
Greek Australians are highly integrated into the Australian society, Greek remains 
one of the top 10 languages used in the nation today (ABS, 2010). While earlier 
Greek migrants came to Australia to escape the devastation of war, the current 
economic crisis in Greece has seen a new wave of migrants who share the hope of 
Australia as a ‘country of opportunities’. Just like the first migrants, this new 
wave of young people expects to work hard and have hopes and aspirations for a 
better life. Australia remains a desirable destination for Greeks seeking greater 
opportunities, and the existence of a large Greek community and sub-culture in 
Melbourne is known generally in Greece.  
 
At a community level, the Greeks of Melbourne are long-standing and well-
established (Tsolidis and Polland, 2010), with churches; schools; cultural and 
sporting organisations. Greek Orthodox is the dominant religion of the community 
with the church being more than a place of worship. Christou (2001) notes that the 
church is the basis of true Greek identity and is a link to the ancestral homeland of 
community members. The church is often the centre for the local community and 
many recreational and social groups for the elderly. This aspect of cultural 
maintenance was very important for the original wave of migrants as they 
invested very heavily in maintaining their culture and the Greek way of life over 
the years. The need for Greek cultural institutions in Australia was intensified by 
the requirement that they participate in a primarily English-speaking society. In 
the early years of Greek migration, many individuals were not permitted to speak 
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Greek at work. Taking time off work to attend various religious events, such as on 
Good Friday, was also not permitted and might have resulted in loss of 
employment. Both the migrant generation and the first generation experienced 
racism in the community, often being referred to as ‘wogs’ (Tsolidis and Pollard, 
2009). 
 
The difficulties of this period resulted in a community-wide perception that 
handing down the traditions, values and Greek way of life to children and 
grandchildren was of primary importance. This was, and still is, central to 
community life, and the long history and cultural richness of the Greek tradition is 
a great source of pride for its members. Young and old Greek Australians speak of 
their country of ancestry with great pride and passion as it remains central to their 
perceptions of nationality and ethnicity.  Every year Melbourne Greeks 
commemorate the 25th of March 1821, a day that holds both historical and 
religious significance, with a traditional parade by thousands of first and second 
generation students at the Shrine of Remembrance. Similarly, the Antipodes 
festival has been part of Melbourne’s cultural calendar since the late 1980’s. 
 
Interestingly, it is not only the migrant generation that has maintained its 
traditions and association with Greece. Increasingly, the first and second 
generations are connecting with their Hellenic heritage, through schools, folk 
dancing, clubs and the Greek Facebook world2. The experience particularly of the 
first and second generation has been that of in-betweeners who may wonder, ‘are 
we Greek or Australian?’ Tsolidis and Polland (2010) found that members of the 
first and second generation often feel they are Greek at home and Australian at 
school. While the migrant generation understood the importance of general 
education in Australia, they also saw Greek education as a means of cultural 
maintenance and considered it very important for their children to go to Greek 
school. Their children and often grandchildren (first and second generation Greek 
Australians respectively) may have complained about having to go to Greek 
                                                 
2 Some common Facebook pages that many second generation Greek Australians are members of 
include Dugas Victoria, Greeks and the City, I Love My Grannie’s Cooking, I Believe in Greece, 
Vanilla Cakes and Lounge, Hellenic Democratic Initiative and many more. 
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school on Saturday morning or late in the evenings during the week, but research 
on this topic has found that these same young people intended to send their own 
children to Greek school despite their own complaints about it (see, for example 
Tsolidis 2001, 2002). This is an indication of the importance of cultural 
maintenance to members of this community even after decades in Australia and 
high levels of acculturation. In other words, for many Australians of Greek 
background, personal identity and identification have as a central element a Greek 
cultural affiliation that remains a strong force in their conceptualisation of self and 
community. 
 
The elders of the Greek community, in particular, have tried to ensure that their 
culture and traditions are kept alive and are handed down from generation to 
generation. Pride in the long history and cultural richness of the Greek tradition is 
a key characteristic of the Greek community of Australia. This pride is deeply 
embedded in the use of the Greek language and participation in Greek cultural 
institutions, including the church, that serve to identify members of the 
community and create a sense of belonging for its members. This attitude, which 
is evident in people of Greek descent of all ages, suggests that identification as 
Greek is central to the way individuals view themselves, both as members of the 
larger diaspora but also in the context of Australian society.  
 
For this reason, this study, which explores the ideas about health held by female 
members of the immigrant, first and second generation of the Greek diaspora and 
the relationships between the perceptions of the generations, has important 
implications that may inform the provision of culturally appropriate health care 
and social services. It has been shown that the way in which individuals 
conceptualise their own health has the potential to impact on their use of health 
care as well as the effectiveness of this care (Dressler, 2011). This issue is 
increasingly important in Australia as the original migrant generation ages and 
interacts more frequently with the health care system. Even for the younger 
generations, the culturally-specific view of health that has emerged among the 
diaspora community may have significant effects. Culturally determined health 
beliefs may remain an important influence on health decisions, even for 
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individuals who are fully assimilated into a culture other than that of their 
ancestors (Trostle, 2005). 
1.1 Research questions 
This research addressed the following questions: 
1. To what extent have culturally specific ideas from the immigrant 
generation affected the views of health of members of the first and second 
Australian generations of people of Greek background? 
2. What kinds of cultural information seem to be transmitted and how does 
this differ between the first and second Australian generations? 
3. Does the transmission of health culture occur in the reverse direction (i.e) 
from grandchildren to parents, grandchildren to grandparents and children 
to parents? 
4. To what extent has the Greek Orthodox religion affected views of health 
and wellbeing across the generations of the Greek diaspora in Melbourne, 
Australia? 
5. To what extent has the Greek language been maintained across the 
generations of the Greek diaspora in Melbourne, Australia and how is this 
visible in each generation's conceptualisation of health? 
6. Does the experience of health transmission in this community fit with 
established models? 
These research questions are discussed in Chapters Seven and Eight along with 
the implications of their answers for future research. 
1.2 Aims of the research 
This study aimed to explore the transmission of health information among three 
generations of Greek families in Melbourne, Australia and the way they 
understand both health and disease in light of their ancestral culture in the context 
of the larger Australian society. The issue of cultural maintenance between 
generations was central to this research, and it was assumed that various types of 
health knowledge would be shared by the three generations of interest. In 
addition, resilience and the interaction of religious practice and health was also 
8 
 
examined to elucidate how it affects health and wellbeing across the generations. 
In this way, this study provides insight into the role of culture in forming 
individual or group conceptualisations of health in the Greek community and 
contributes to our understanding of the nature of Australian society and the 
experience of one of its major cultural sub-groups. 
 
1.3 Justification 
In Australia, providing culturally appropriate health care and services is one of the 
bases that underlies the health care system and is incorporated into the service 
principles of Medicare (Department of Human Services, 2012). This commitment 
cannot be carried out, however, without an in-depth understanding of the cultural 
needs of groups that make up the Australian population, including the ways in 
which their linguistic and cultural background may affect their understanding of 
health and illness, their attitudes towards health care and healthcare professionals, 
and also the way in which they may react and adapt to changes in their state of 
health. The Greek community is one of Australia’s major cultural sub-groups but 
has not been the subject of recent study. Much of the work on this group was done 
some time ago (see, for example Burnley, 1972; Giles et al 2010 and Rosenthal et 
al, 1988; Rosenthal et al 1983;) and may now be out of date. The need for current 
knowledge about this group’s conceptualisation of health is very important as the 
immigrant generation is now elderly and are expected to require an increasing 
level of health services as they age. The social structures of this community and 
the heavy investment that the elders in particular have made in cultural 
maintenance suggest that a culture-specific conceptualisation of health may exist 
and may extend to first and second generation Greek Australians as well. These 
younger community members while highly acculturated, maintain their cultural 
identity very strongly and likely have (and will have in the future) some of the 
same cultural outlook as the immigrant generation. 
 
The results of this study, then, have practical applications as well as extending our 
understanding of this cultural group, as the Greek community represents a major 
population subgroup whose conceptualisation of health has the potential to impact 
on their use of health care as well as effectiveness of this care. This issue is 
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increasingly important as the original migrant generation ages and interacts more 
frequently with the health care system (see, for example Dressler, 2011). 
Similarly, culturally determined health beliefs may remain an important influence 
on health decisions, even for individuals who are fully assimilated into a culture 
other than that of their ancestors (Trostle, 2005). 
 
1.4 Significance 
This study is of significance in providing knowledge and insight into the area of 
cultural transmission and the influence of shared culture for those individuals with 
dual and/or bi-cultural identities. Various aspects of the experience of the original 
immigrant generation has been described in the literature to date, but the situation 
of the subsequent generations is not well understood. Recent research on specific 
health issues has tended to focus on the problems of elderly migrants (see, for 
example, Anikeeva et al., 2010; Avgoulas and Fanany, 2012a; Mystakidou et al., 
2005a). As a result, little is known about the long term impacts of migration on 
Australian born generations in terms of maintaining culture and the formation of 
personal identity. Cultural transmission is an integral part of this, and health is a 
significant area of study because it is central to most people’s experience and also 
represents a point of intersection of the individual with the public sector. 
1.5 Brief overview of methodology 
This research took a qualitative approach using ethnographic methods to examine 
the health beliefs and practices of three generations of Greek Australian women in 
Melbourne. The researcher was the sole person involved in both the collection and 
analysis of the data (under supervision of Dr Rebecca Fanany). The method and 
approach used allowed the participants, regardless of their age and/or language 
choice, to express their subjective reality and the meaning they give to various life 
experiences that related to health and that have been influenced by their culture. 
Data was collected through semi-structured in-depth interviews, and the resulting 
data analyses using the principles of both thematic analysis and semiotics. 
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1.6 Translation 
In this research, when the Greek language was used, translation was undertaken 
by the researcher, who occupies both an insider and outsider position in the Greek 
community of Melbourne. She is fluent in the Greek language and also aware of 
the Hellenic heritage of both Greece and Australia. She has also worked within 
this community, both clinically and as a researcher, and, as a result, is familiar 
with the communication patterns of community members.  
1.7 Limitations 
This research took place among members of the Greek diaspora of Melbourne and 
may not reflect the experiences and perceptions of other Greek diaspora’s in other 
parts of the world, including elsewhere in Australia. Additionally, only female 
participants took part in this study, and their experiences may not reflect those of 
male members of the same community. As the aim of this study was to describe in 
depth the experience of a limited number of community members, it may not 
apply as a generalisation of the experience of all Greek Australians, particularly if 
they are more recent immigrants or otherwise do not belong to the main diaspora 
group. 
1.8 Structure of the thesis 
This thesis is comprised of eight chapters. Chapter One introduces the research. 
The literature relevant to the study is reviewed and discussed in Chapter Two. 
Chapter Three describes the methodology and research design. The findings are 
presented by generation in Chapters Four, Five and Six, and these findings are 
discussed in Chapter Seven. Chapter Eight contains conclusions and 
recommendations for further study. 
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Chapter 2 
Literature Review 
 
 
This Chapter is divided into six sections: (1) models of health; (2) culture and 
health; (3) culture in the context of wellbeing; (4) health and culture in immigrant 
communities; (5) maintenance and transmission of culture in the context of health 
and wellbeing; and (6) religion and health. Selected literature relevant to this 
study on each of these areas is presented here to provide background and 
placement of this research within the field. 
 
2.1 Models of Health 
 
Both health and illness are impacted by various experiences at all levels (both 
micro and macro) and are generally accepted to have elements that derive from 
the meaning ascribed to them by the individual involved that extend beyond the 
physiological state. The fact that social determinants, cultural determinants, and 
also environmental factors may contribute to a person’s understanding of his or 
her own health suggests that the meaning of health and illness is a sociocultural 
construct. In this sense, this phenomenon cannot be considered without taking a 
holistic perspective and examining a range of variables that impact upon 
wellbeing for individuals, groups, populations and society in general. 
 
Frameworks and models that incorporate the many factors that may affect 
individuals and groups can assist in conceptualising and/or applying concepts and 
may suggest means by which problems or situations might be addressed or 
understood.  In the context of health, various models have been developed which 
are intended to show the relationships between factors in the human environment 
that are believed to have a bearing on health and illness. Currently influential 
models of health that have been presented in the literature can be generally 
categorised as biopsychosocial, ecological, or social and represent recent 
scholarly work on this topic. These terms describe the orientation of the model 
and the perspective from which the phenomenon of health is viewed. The 
inclusion of a wider range of influences and determinants came about in response 
12 
 
to gaps in the biomedical model which views disease as resulting from biological 
challenges that come from outside the body and can be addressed by medical-type 
interventions (see Ogden, 2012). 
 
Biopsychosocial models, which are an extension of the older biomedical model 
(see Strickland and Patrick, 2015) have been very influential in the field of health 
psychology, which addresses the individual’s perception of health and illness, and 
describe the interaction between biological, psychological and social processes in 
health and illness (see Anderson, 1998; Engel, 1977; Kaplan, 1990; Matarazzo, 
1980; Schwartz, 1982; Schwartz and Weiss, 1978). Research in recent decades 
has demonstrated that these process do, in fact, interact and have the potential to 
affect health outcomes, even in situations where the biological component of 
disease seems to be most prominent (Baum and Posluszny, 1999; Cohen, 1998; 
Salovey, Rothman and Rodin, 1998; Taylor, Repetti and Seeman, 1997). One 
example of this is the now generally accepted impact of emotions, stress, and 
social support in outcomes of cardiac disease and cancer (Anderson, 2002; Smith 
& Ruiz, 2002). While biopsychosocial models have been shown to be 
advantageous in understanding the multiple factors that may affect health and 
disease, they are transdisciplinary and require a detailed level of insight into 
multiple factors that affect health. Nonetheless, they seem to offer promise for 
addressing some of the most persistent issues in public health, such as in health 
promotion where they allow for a distinction between factors that allow for the 
adoption of a new pattern of behavior and those that support the maintenance of 
that behaviour over time (Rothman, 2000; Suls and Rothman, 2004). This 
category of model tends to use a perspective that is largely based in the science 
disciplines and, in this sense, may underrepresent some of the influences on health 
and illness that derive from the aspects of experience that relate to societal 
institutions and structures. 
 
Ecological models of health recognise multiple levels of influence that may 
include intrapersonal, interpersonal, organisational, environmental, and policy 
factors and have a strong focus on the structural environment (Sallis et al., 2008). 
These categories of influence are seen as providing a framework within which 
health behaviour can be placed. Models of this type generally outline interactions 
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within and between levels of influence and allow for the development of 
interventions that address specific factors at one or more level. Ecological models 
suggest that health promoting behaviour is encouraged and supported by 
conditions external to the individual that also support health. As a result, 
ecological models of health have been adopted by a number of international 
organisations in the development of large-scale public health programs. Examples 
include the Ottawa Charter for Health Promotion (1986), Healthy People (2010); 
US Department of Health and Human Services, (2000), and various World Health 
Organisation strategies to address risk (for example, WHO, 2003, 2004). The 
current type of ecological model of health developed from early environmental 
conceptualisations (see Lewin and Cartwright, 1951). More recently, such 
approaches have been expanded to include behavioural aspects of health. 
Bromfenbrenner’s (1979) categorisation of micro, meso, and meso environmental 
factors has been very influential and builds on earlier models. A number of other 
models have been developed that can be applied to a range of health contexts. 
They include Cohen, Scribner, and Farley, 2000; Glass and McAtee, 2006; 
Stokols, 1992; and Stokols, Grzywacz, McMahan, and Phillips, 2003. These 
models share certain principles that include the idea that multiple levels of factors 
affect health, the factors interact across levels, multilevel interventions should be 
most effective in changing health related behaviour, and ecological models are 
most powerful when they address specific health behaviours (Sallis et al, 2008). In 
this, they differ from other types of models that seek to elucidate broader 
principles of health behaviour that are more universally applicable. 
 
Social models of health present an alternative to older models that focus on the 
biomedical aspects of health and are characteristic of what has been referred to as 
‘the new public health’. A number of models that fall into this category can be 
classified as addressing social determinants of health. Like biomedical models, 
this approach focuses on the cause of a disease or condition but relies on the 
assumption that deprivation in various forms (lack of income, education, etc) are 
central to the etiology and experience of health and illness. There is a great deal of 
evidence for this assumption, dating back to the extremely influential Whitehall 
studies (Marmot et al, 1984; Marmot et al, 1991). Other social models of health 
centre on unhealthy lifestyles. These models tend to focus on unhealthy choices 
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made by individuals that may explain differences in health and health outcome 
observed in different segments of a population (Fuchs, 1974). Much of the basis 
for this approach derived from early studies by Bradford Hill and others in the 
1950s that related to smoking and health (Doll and Bradford Hill, 1954). This 
work was later supported by that of Doll and others (1981). Criticism of these 
unhealthy lifestyle models, however, has centered on their tendency to present 
cause and effect relationships between behaviour and health without consideration 
of potentially confounding factors (see, for example, Skrabanek and McCormick, 
1989).  
 
An additional criticism that has been put forward is that this perspective on health 
may result in victim blaming (Crawford, 1977), and efforts have been made to 
incorporate the perceptions of the individuals involved. Other social theories of 
health focus on social constructionism, the idea that reality is formed, or 
constructed, by the ways in which knowledge is produced and how this 
knowledge may affect behaviour (Wainwright, 2008). Models of this kind have 
often viewed health in the context of what is considered ‘normal’ versus what is 
seen as abnormal or ‘deviant’ (see, for example, Becker, 1963; Scott, 1969). 
Social constructionism allows for a distinction between objective reality and 
experience as perceived by the individual (the phenomenal dimension). Criticisms 
of this approach include that they do not give enough weight to the reality of 
illness in everyday life, that they do not give enough credit to the real impact 
biomedical approaches have had on addressing health and illness, and that the 
relativism of these approaches is self-refuting (Bury, 1986;  Nicholson and 
Mclaughlin, 1987). 
 
While useful and apparently accurate for explaining a great deal about health and 
illness, these models tend to overlook the importance of cultural influences, as 
separate from social factors that may affect health and health-related behaviour. 
While both social and cultural factors derive from the relationships between 
individuals as well as between individuals and their larger society, cultural 
practices may be more deeply engrained and less subject to individual initiative 
because of their dependence on tradition and historical practices (Allen and 
Skelton, 2013). That is, cultural practices may be more integrated into an 
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individual’s sense of identity and may leave little room for personal choice if the 
person in question is to be regarded as a member of his or her cultural community. 
Religion is a very specific aspect of culture that has the potential to impact on the 
experience of health and illness. On both a psychological and emotional level, 
religion can and does shape the experience of health, illness and wellbeing. For 
some cultural groups, religion is a significant factor in group identity and provides 
the common basis for understanding and ascribing meaning to the experience of 
illness. In this, religious beliefs are closely related to affective reaction and 
represent a major psychological resource.  
 
Keonig, King and Carson (2012) note that religious beliefs may contribute to 
pathways, mediators, traits and general emotions that can be positive (forgiveness, 
altruism, gratefulness, hope and optimism, meaning and purpose) or negative 
(loneliness, depression, suicide, anxiety, and use of drugs and alcohol) in the 
context of health. Their model, which the authors suggest is relevant to the major 
religious traditions of the West, outlines potential pathways by which religion 
may affect health and wellbeing based on the assumption that an individual’s 
belief in God is the initial driver. Belief in God gives rise to a number of elements 
that characterise formal religion and includes both public and private rituals, 
individual religious behaviour, coping strategies, and religious experiences. 
 Religious feeling is then assumed to affect a number of mediating psychological, 
social, and behavioural factors that can give rise to positive emotions and positive 
social connections. These factors can have psychosocial impacts but also effects 
on physical health through lifestyle choices and health-related behaviour 
associated with religious belief and practice. The model takes into account 
negative factors as well and suggests that the ultimate impact of religion and 
spirituality on health will depend on the nature of individual perception and 
interpretation of the religious context. The model is underlain by genetic and 
developmental events and is also affected by individual personality traits that may 
be associated with the emergence of positive emotions. The model developed by 
Koenig, King, and Carson (2012) is as follows - Figure 1. 
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Figure 1-  Koenig, King, and Carson Model  
 
Source: Koenig, King and Carson (2012: 591) 
 
This model is especially relevant in this study because of the significance of 
religious beliefs in the Greek community. As discussed below in Chapter 7, the 
participants in this study frequently cited religious practice or belief in discussing 
their own experience as well as their understanding of health and wellbeing. In 
particular, public and private religious practices, religious experiences, and the 
sense of belonging to a religious community are extremely significant and include 
a strong dimension of what can be thought of as folk religious practices, 
traditional rituals and behaviour that are seen by members of the community to 
have a religious basis but are outside of formal theology and the tradition of 
beliefs in the formal religious context. 
Review of literature concerning models of health highlight that both health and 
illness are impacted by a wide range of factors that come from several levels of 
experience that include the physical, social, and cultural environment but also 
from within in the context of psychology and perception. These factors interact 
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and may emerge in characteristic ways under specific circumstances that relate to 
context. As a result, the meaning and experience ascribed by an individual and/or 
population to a health-related event may vary. This suggests that a holistic 
perspective needs to be taken in examining and understanding health and illness 
and that the nature of the context cannot be overlooked. In this study, the Greek 
community of Melbourne, while integrated into the larger Australian context, 
maintains a characteristic outlook that is rooted in their ancestral culture and 
mediated, in many cases, by the Greek language. For this reason, it is to be 
expected that a number of specific factors deriving from the cultural, religious, 
and linguistic background of individuals may be as significant as factors in the 
Australian context in shaping perceptions of health and illness and contribute to 
wellbeing in this community. 
 
2.2 Culture and Health 
 
Culture is made up of everyday practices associated to a specific group and/or 
cultural population that distinguish them from others. For example, among 
members of the Greek community in Australia, it is common to greet friends and 
relatives more affectionately than is usual among Australians from other 
backgrounds; Greek terms of address, especially for older family members, may 
also be used in these situations. Other groups may have other practices that are 
distinctive and characteristic of group membership and that may or may not be 
shared by people from other backgrounds. These aspects of culture are difficult to 
predict and may also be difficult to explain, although their intent may be obvious 
when observed. The difficulty of conceptualising such practices has been noted 
(Edberg, 2012).  
 
The work of Campos and Johnson (1990) and Spardley (1979) present culture as a 
form of cognitive map that, in a sense, directs people’s actions, behaviours, 
thought processes and general way of life. Geertz (1973) and Scheeider (1968), by 
contrast, describe culture as a shared way of life. Hunt (1996) notes that culture is 
a shared tool kit of how things are done within a specific population or family. 
These “tools” are made up of everyday concepts, such as how day to day activities 
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are managed, customs and practices in current use, language(s) spoken, religious 
practice, and even the food eaten, that are transmitted within a family. Thus, 
culture is an integral part of human experience and wellbeing and, overall, 
provides meaning and a reason for various life events (see, for example Kagawa-
Singer, Padilla and Asing-Giwa 2010; Spector 2004). 
 
Communication is another domain where cultural variation is apparent, not 
necessarily only in terms of the language spoken, but communication also can 
include the roles and/or responsibilities individuals may have and how they vary 
with their membership in a group (e.g. at home and at work). How behaviour is 
communicated is another area where cultural variations may be observed, and 
how people react to situations may vary, especially in terms of certain behaviours 
that may be acceptable or seen to be inappropriate (see, for example Collett, 1982; 
MacLachlan, 2006). Amongst people of Greek background, for instance, calling 
elders (whether they are relatives or not) ‘aunty’ or ‘uncle’ is a custom and a sign 
of respect, and not doing so may be frowned upon. For this group,  terms used to 
refer to family members may appropriately be used for non-family members of 
approximately the same age with respect to the speaker as a way of transferring 
the respect and affection due to a relative to another person. This is an example of 
culturally determined communicative behaviour that characterises social 
interactions in this group but that might not apply to others. 
 
Edberg (2012) notes that culture is something that is learned through individual 
experiences and how specific events are perceived by others in a person’s 
immediate environment, including the feelings and emotions associated with the 
situation. This may set behaviours and attitudes that are associated to cultural 
traditions, and customs of different groups may vary for this reason. This may be 
translated into variation with respect to health decisions as well and also may 
determine how a specific condition and any associated interventions may be 
interpreted. While the experiences of each individual are, to some extent, unique, 
they tend to be interpreted in the context of a cultural framework that is shared by 
members of a particular group. 
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Health and illness are integral parts of human experience and are strongly 
influenced by culture. It has been suggested that culture is a form of blue print that 
contains the significant variables for people from the same cultural group that 
assist them with managing everyday events of life and that, in turn, may serve as 
the bases for decision-making (Kao, Hsu and Clark 2004; Swindler, 1986). For 
this reason, in the context of health care, for example, it is necessary to understand 
the cultural background of patients in order to meet their healthcare needs.  
 
Furthermore, it is important, in practice, to be culturally sensitive within 
appropriate health communication programs (Dutta, 2008).  Culture, then, is not 
only a cognitive map that is in the mind of an individual, it is also associated with 
daily actions and behaviours, and connects what a specific cultural group believes 
to the meaning of an experience or phenomena (Edberg, 2012; Dutta 2008).  
Dutta (2008) suggests that culture gives individuals and populations a 
communicative framework for conceptualising both health and illness. As such, 
how health decisions are made, who takes on various responsibilities within a 
family, and how health and illness are perceived may derive meaning from culture 
that is manifested in various life events. In this sense, the informal rules and 
practices that are highly valued and of great importance to individuals in daily life 
come from their culture, which, in turn, derives from the shared experience of the 
group over the course of its history and development. Culture can and does impact 
on individuals and populations at both the micro and macro level and is associated 
with behaviours and attitudes that can impact on daily life and also attitudes 
towards health care and lifestyle in general. 
 
The meanings that people give to various experiences are of great significance, 
and this meaning further suggests the importance and impact of an experience to a 
specific cultural group. Hence the extent to which a person becomes anxious 
about a health condition or how an illness would be managed and conceptualised 
and even various external support networks, such as those provided by religion 
and social connections, may be distinctive to a specific cultural group. Similarly, 
resilience in response to illness may also have a cultural basis.  
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Culture can influence individuals and populations on many levels and may have a 
ripple effect. With reference to illness, culture can impact the way people 
conceptualise and manage their condition. This is because of the way individuals 
understand the whole experience of illness, including various markers and 
perceptions attached to being ill, and also what appropriate treatment and 
intervention methods might be (Kleinman, 1975; Mechanic, 1972; Waxler1974). 
Individual identity is part of culture and hence connected to a person’s way of 
thinking and their awareness of health and illness within a cultural context. An 
individual’s identity, then, can have a direct impact on health care and choices 
made about various treatment methods and or interventions (Bordo 1987; Shilling, 
1993). It is for this reason that it is possible to identify certain culture-specific 
reactions to illness and specific ideas about maintaining and restoring health that 
may be shared by most members of a cultural group.   
 
In today’s multicultural society, it is imperative to deeply understand cultural 
variation and to be culturally sensitive when it comes to health and or illness. 
Having this understanding is vital across all levels - individual, group, 
community, societal and economic. This however is not simple, nor are cultural 
conceptualisations about health easily comprehended. The work of Kluckhohn 
and Kroeber (1952) discusses this by describing how, in a society, the role of 
culture is similar to the personal memories that an individual may hold. The 
traditional ideas and perceptions about health and illness in a given culture are 
often manifested as beliefs that are held by most members of the cultural 
community. McMullin (2005) notes this, using Native Hawaiians as an example 
of a population where health is conceptualised according to traditional culture, 
eating traditional foods and also achieving balance in lifestyle.  
 
Kleinman (1973) describes health care as having three aspects - professional, 
popular and folk. Each of these has a relationship to culture at some level. For 
example, the folk aspect of health care relates to the traditional conceptualisation 
of health of the people involved. The popular aspect is a manifestation of modern 
social interpretations that exist as a layer over older ideas about health in a 
specific community. Professional health care, at least in the modern context, tends 
to have its own culture that is created by the common experience of the highly 
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trained personal who provide it and the nature of the structural environment in 
which they work. Hulka, Kupper and Cassel (1972) suggest that popular 
healthcare tends to be most dominant within the family. This stresses the 
importance of the social context in which individuals live. However, cultural 
dimensions of health are also centred on the family. For this reason, the health of 
individuals can often be best understood through the practices of the family and 
community of which the people of interest are a part. Members of families and 
other small groups with a common culture tend to influence each other and also to 
modify health information and practices to fit their underlying conceptualisation 
of health and its relationship to illness. It is for this reason that biomedical models 
of health are generally seen as not addressing all the salient aspects of health at a 
practical level. The World Health Organisation defines health as “a state of 
complete physical, mental and social wellbeing and not merely the absence of 
disease or infirmity” (WHO, 1948). This definition is seen as encompassing a 
much broader range of human experience, although it does not specifically 
mention the role of culture. 
 
Culture plays a significant role in determining people’s conceptualisation about 
the origin of illness, and this understanding can influence both health and health 
related behaviour. Each culture has its own folk customs, healing traditions and 
belief systems that are rooted in the shared experience of the group. Edberg 
(2012) suggests that the understanding of what is ‘healthy’ is not necessarily a 
concept that is agreed upon across different cultural groups (e.g. body size, eating 
habits, and formal vs. informal healthcare, among others). Instead, each group 
develops an understanding that fits into its own social structures and relationships 
with the environment that reflects unique characteristics that come to identify 
members of the group and shape their thinking and choices. 
 
The field of cross-cultural psychology is concerned with this relationship between 
culture and behaviour (Berry, 1997a). Hall (1977) suggests that there are three 
components of cultural behaviour; first, what people communicate verbally; 
second, observed behaviour; and third, beliefs that influence behaviour. These 
elements are sometimes manifested when a patient and health professional have 
opposing perceptions regarding the cause of an illness, appropriate and acceptable 
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methods of treatment and interventions. Within the medical profession, illness is 
usually described in biological terms (Burch 2008). However there are times that 
patients’ conceptualisations may not fit this paradigm, due to the influence culture 
may have on the meaning people give to a particular illness, its causes, and its 
social significance (Cole, Stevenson and Rodgers, 2009).  
 
Again this shows how culture influences the meaning people ascribe to illness, 
and this is significant (Pilowsky and Spense 1977). This is something that is vital 
and needs to be taken into consideration in health care and how illness is managed 
by a healthcare team and, in turn, in understanding people’s attitudes and even 
reluctance to accept medical advice and interventions in choosing appropriate 
health care. Many instances of non-adherence can be ascribed to differences in 
perception that affect the choice and behaviour of both healthcare professionals 
and their patients whose culture may be significantly different from that of the 
provider (Chin et al, 2012; Purnell, 2014). 
 
Culture and cultural identity of a population or group provide lifelong skills and a 
way of life that are deeply entrenched in an individual’s thinking. The tenets of 
culture are readily available as a guide for behaviour and decision making. As a 
result, reactions in the area of health often seem to be natural and obvious to the 
people involved and are not necessarily thought about consciously. This automatic 
choice of action may be apparent in times of serious illness or distress, when some 
cultures may tend to turn to religion or a traditional form of health care as an 
alternative to professional medical care. 
 
A folk belief about health can be described as a view that is shaped by one’s 
culture, their ancestral customs, as well as personal, family and/or group beliefs 
and attitudes. Overall, a large collection of “things we do” derive from culture, 
and are of great importance in many people’s health behaviour (Gupta et al, 
2014). The way individuals and/or groups think about health and the way changes 
in health influence illness-related behaviour can be impacted by folk beliefs about 
health that are deeply entrenched in a person’s culture and that may be maintained 
for years by transfer from generation to generation. The impact of folk beliefs on 
health decisions relating to children has shown that these traditional ideas remain 
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influential determinants of health behaviour among Black Americans (Eddy et al, 
2010). Similarly, a strong belief in folk health traditions has been described in 
Northern Ireland (Moore, 2014). Caplan et al (2011) described the religious and 
supernatural folk beliefs relating to depression and its causes among Latino 
populations in the US and found that these beliefs exist alongside modern medical 
conceptualisations of the same phenomenon. Avgoulas and Fanany (2012a) 
describe the way that people of Greek background in Melbourne, Australia, are 
influenced by traditional views about health in how they conceptualise illness and 
adapt to and manage a particular health issue. These studies, and many more, 
show that, despite their importance in influencing health behaviour, folk beliefs 
are, in fact, more social than health-related, even when they dictate how an illness 
should be treated.  A person who is ill or who has an ongoing health problem may 
interact differently from another person who is not ill, and folk ideas about health 
define the nature of this interaction. For this reason, it is not uncommon for folk 
beliefs relating to health to extend to bad luck or taboos as causative elements in 
sickness where they help maintain group behaviour (see for example, Mullen, 
1971).  
 
While some folk beliefs about health have a basis in religion (such as those 
described by Avgoulas and Fanany, 2012a; Caplan et al, 2011 and Moore, 2014), 
there are sets of other health ideas that derive from different sources, such as non-
religious traditional culture, but that are equally based in the experiences of the 
individuals that hold them. These beliefs have been shown to be significant in the 
context of self-care, especially for older individuals across a range of cultures 
(see, for example, Becker et al, 1998; Becker and Newsome, 2005; de Groot et al, 
2003; Samuel-Hodge et al, 2000). A need for better understanding of the cultural 
context of various ethnic groups has been noted (Ory, 2008), but the information 
available about specific folk beliefs and how they influence perceptions and 
actions in relation to health is available only for certain, more extensively studied 
groups.  
 
In populations where religious faith is strong and plays an important social role in 
community life, the specific beliefs seen by community members to derive from 
religion have sometimes been viewed as a potential barrier to health. Specifically, 
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a kind of fatalism associated with a strict Catholic background has been cited as a 
cultural barrier to prevention and health care (Chavez, Hubbell and Misra, 1997). 
However, the validity of this assumption has been questioned as well as has the 
assumption that fatalism in the context of health is an aspect of religious practice 
or belief (Neff and Hoppe, 1993; Florez et al, 2009). In other words, while there 
has been a tendency among some authors to assume that religious ideas might 
conflict with the views of modern health care, there is also evidence that religion 
may be an important determinant of better health in some groups. 
 
It has also been suggested that religious faith may play a positive role in an 
individual’s health by allowing for social support and hence providing a positive 
coping mechanism (Pargament et al, 1998). In the context of mental health 
specifically, religion has been found to have a beneficial effect in providing a 
means for individuals to manage and understand their condition (Dein et al, 2012; 
Koenig, 2013). In situations of chronic or terminal illness, religion has also been 
shown to be an important tool for resilience and accommodation (Park, 2013; Gall 
et al, 2011; Reese et al, 2012). Religious affiliation and practice is of significance 
for the Greek community of interest in this study and is likely to be significant in 
issues that relate to health. As members of the Orthodox Church, many 
individuals of Greek background participate in a range of religious and social 
activities that involve religious expression. This tends to be especially important 
to older members of the community and is significant in their perceptions of 
health and wellbeing. 
 
Religion and the folk beliefs that accompany its formal practice is one important 
aspect of culture on which migrant populations may differ from the majority of 
the receiving population. The role of the distance between the religion of 
newcomers and the predominant religion of the location of settlement has been 
considered in trying to understand why some groups seem to be able to adjust 
better than others to a new cultural environment and suggests that the values held 
by individuals are more significant in this that the religion itself (Wimmer and 
Soehl, 2014). Acculturative stress occurs when the values and perceptions of 
newcomers do not fit well with those of the majority population in their new place 
of residence (Berry, Poortinga, Segall, & Dasen, 2002). Three aspects of 
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acculturative stress have been found to be relevant for immigrant groups: 
environmental, attitudinal, and family factors (Fuertes & Westbrook, 1996). These 
factors may have psychological, social or physical manifestations in the 
individual. If individuals have the capability to adapt to these stressors, 
acculturative stress may not occur. Those who cannot adapt effectively may 
experience negative impacts to health and wellbeing that derive from the cultural 
distance between their background and the culture of the receiving community 
(Goforth et al, 2014). 
 
The Australia Bureau of Statistics (ABS) (2011) shows that there are 
approximately six million people that make up Australia’s population who were 
born overseas, making Australia a diverse and multicultural country. This 
phenomenon can impact how the health needs of all Australian citizens are met, as 
culture affects people’s conceptualisation of health. Thus, from this perspective, 
understanding culture can provide higher levels of health care and better outcomes 
in meeting patients’ needs. One issue that has emerged in various countries 
around the world whose populations are diverse, as Australia’s is, is the extent to 
which people can and should become like the existing population they join upon 
emigration (Schwartz et al, 2010; Sirin et al, 2013; Todorova et al, 2013). 
The concept of acculturation has been well documented in the literature (see, for 
example Berry 1980; Berry 2006; Tadmo, Tetlock and Peng 2009).  Acculturation 
refers to cultural change or general changes and adaptations individuals make to 
their way of life as a result of association with people who are from a different 
culture to the point where they may eventually become members of a different 
cultural group to the one of their place of birth or origin. In health specifically, 
acculturation has often been understood to mean the adoption of certain health-
related behaviours, such as dietary choice, that more closely match the new 
country of residence. In some cases, this has been seen as representing change that 
is likely to lead to poorer health over the long-term. This is the basis of the 
healthy immigrant phenomenon, where the immigrant generation of some groups 
has been found to be healthier than later generations born in the new country of 
residence and who are more acculturated (O’Loughlin et al, 2010; Kennedy et , 
2014).  
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MacLachlan (2006) associates ‘acculturation’ with the transition of culture shock, 
such as occurs when visiting a country for the first time and becoming 
accustomed to a different lifestyle, food, language and the general way of doing 
things. This bringing together of two worlds, and the extent to which individuals 
and populations change their lifestyle habits as a result, can result in changes to 
cultural identity over time. This process has been described in a model that 
explains how individuals make conscious decisions in maintaining their culture of 
origin or taking on the cultural identity of the host culture (Berry, 1997a, 1997b, 
2003; Berry and Kim, 1988). As part of this decision-making process, immigrants 
integrate the two cultures and choose what fits in best with their beliefs. 
The process of acculturation however is not experienced by all individuals and 
populations in the same way. Variations have been noted, and acculturation 
strategies may differ. First, at the level of culture, what a specific population may 
want to do when they migrate, their aims, what they want to achieve and whether 
migration was forced upon them may be significant. All these factors impact on 
both the process and the extent to which a population may acculturate. Second, at 
the individual level, factors such as behaviour change and acculturative stress that 
affect what people actually do during this time can influence their cultural status 
and self-perceived identity (Berry 2007; Berry 2003). Berry (2007) notes that the 
process of acculturation can also make individuals question their cultural identity, 
by asking who they are and how/ where do they fit into a cultural context. 
The process of acculturation has also been described as the process by which 
immigrants pick up the ways of their culture of settlement despite efforts to 
maintain and transmit their culture and way of life of their culture of origin (Clark 
and Hofsess 1998; La Formboise, Coleman and Gerton 1993). This has occurred 
in diaspora communities around the world (see, for example Ferguson et al, 2012; 
Schiefer et al, 2012; Stoessel et al, 2014) and has also occurred in the  Greek 
Australian diaspora of Melbourne, where despite the elders teaching their 
offspring Greek customs and practices, younger generations are also acculturated 
into the Australian way of life. They are native speakers of English and have 
internalised the Australian view of health, Australian customs and practices, and 
the predominant perceptions of socially appropriate behaviour.  
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The process of acculturation influences the immigrants themselves as well as 
subsequent generations and may determine to what extent acculturation may 
impact on the health of the whole diaspora community, particularly as it has been 
suggested in the literature that immigrants may be healthier than the native born. 
For a detailed discussion on this see, for example Antecol and Bedard 2006; Cho 
et al., 2004; Kouris-Blazos 2002;Uretsky and Mathisen 2007. 
Dressler (1993) notes that the extent and point to which a cultural group may 
acculturate can explain health inequalities that may be associated with behaviour 
or way of life. In other words, behaviour associated with cultural beliefs and way 
of life can influence health outcomes.  Food and customary diet, for example are 
an integral part of a person’s experience and cultural identity and is seen as having 
clear connections to health in both the short and longer term. Dietary choices have 
been studied in the context of acculturation as one of the forces that may lead to 
health change between the immigrant and subsequent generations in a cultural 
community (Martinez, 2013; Plaza, 2014; Wilson and Renzaho, 2014). 
 
Food is an integral part of a person’s culture and is one of the factors by which the 
individual categorises him or herself as a member of a group. The things a person 
eats are tangible indications of cultural membership and may serve as signs of this 
membership to others.  People tend to be familiar with the foods that are central to 
cultural heritage from childhood, and these foods may have strong social, familial, 
or ritual associations that become part of personal identity and the large collection 
of “things we do” that make up culture. But practices associated with food, 
perhaps more than some aspects of culture, are often affected when people move 
from one part of the world to another. Climate, availability of ingredients, the 
food customs of the destination, and many other factors may make it difficult or 
even impossible for people to maintain the practices of their culture or origin. This 
requires adaptation, or acculturation, at both the individual and group level. For 
each person, the changes that represent acculturation take the form of new 
attitudes views, and behaviours. At the group level, such change may be physical, 
social, political, or economic (Satia-Abouta et al, 2002). 
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As a mostly personal aspect of culture, food practices tend to be resistant to the 
changes of acculturation, perhaps because food preparation and eating is mostly 
done at home, outside of the public sphere. Traditional eating patterns are 
generally separate from the adoption of new foods, which seems to depend more 
on an individual’s personality, perceptions, and situation (Pelto et al, 1981; Satia 
et al, 2000). External factors may also speed acculturation of diet; cost of 
traditional ingredients, for example, or their absence in the new location may be 
especially significant. In many cases, locally available foods are adapted to the 
cooking methods and eating patterns of the original culture (Satia-About et al, 
2002). 
 
The consumption of food has traditionally been associated with health in the 
Greek culture. A number of food items or ingredients in cooking are thought to 
contribute to good health and a long life. These include garlic, onions, chicory, 
oranges, lemons, potatoes, corn meal, artichokes, grapes, parsley, rosemary and 
peppermint, each of which has traditionally been associated with some desired 
health outcome (Wahlqvist et al, 1991). The health impacts of food have also been 
shown to relate to patterns of behaviour associated with eating, not just to the 
nature and amount of consumption. For example, the traditional Greek eating 
pattern (early breakfast, large meal for lunch, light dinner) has been associated 
with lower levels of obesity, which have been negatively affected by changes due 
to acculturation among Greek migrants in other locations (Wahlqvist et al, 1999). 
Eating patterns, as opposed to the foods consumed, may, in fact, change more 
readily in a new society because they are, to some extent, dictated by structural 
factors such as work and school hours, the nature and availability of food 
shopping and time and labor available for food preparation and cooking. 
 
It has been noted, however, that even in Greece itself, food availability and eating 
patterns have changed considerably in recent decades, due largely to increased 
availability of meat and alcoholic beverages coinciding with reduced consumption 
of potatoes, legumes, fish and seafood (Romaguera et al, 2008). Despite this, the 
diet of the general public in Greece still shows the typical Mediterranean patterns 
that distinguish it from other European cultural groups (Leonhauser et al, 2004; 
Garcia-Closas et al, 2005). This suggests that food culture remains strong among 
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modern day Greeks with traditional patterns retaining cultural and social 
relevance, despite the possibility of change. 
 
The susceptibility of food and dietary practices to change upon migration is the 
reason that much of the research on the healthy migrant effect has focused on diet 
and food choice, which is seen as potentially contributing to lower rates of both 
serious disease and mortality compared to native born individuals (see, for 
example Antecol and Bedard 2006; Cho et al., 2004; Uretsky and Mathiesen 
2007). An Australian study undertaken by Kouris - Blazos (2002) showed similar 
findings among Greek immigrants in relation to cardiovascular disease. The 
Greek immigrants appeared to have a high level of risk for cardiovascular disease. 
Nonetheless, compared to the Australian born population, their mortality rates 
were found to be 35% lower.  
 
Coronary heart disease, as a condition that may be strongly affected by diet and 
acculturation in the broader sense, has been well-studied since the work of 
Marmot and Syme (1976) among Japanese men. The findings of this research 
showed the lowest rates of this condition among those living in Japan, followed 
by those in Hawaii, with a similar population in the continental United States 
having the highest rate.  The variation found was attributed to place of residence 
and, by extension, to the specific environmental and lifestyle factors of the 
surrounding community as well as the relative strength of acculturative forces 
outside of Japan. A US study undertaken by Amaro and de la Torre (2002) notes 
that, among Latina women, those who are less acculturated tend to have more 
overall positive health outcomes as they do not experience as many health 
problems and risk taking health behaviour, such as alcohol and drug use and 
sexual risk taking. This study also found that less acculturated Latina women are 
also less likely to seek medical care or access medical services. Similarly, in 
Australia, with its large migrant population, immigrants seem to access health 
services less frequently than non-immigrants. This could reflect better health but 
alternatively to a need for more health education, or constraints of language, 
communication and means of access to health facilities that may act as a barrier 
(see, for example AIHW 2010; Ricciardelli, Mellor, McCabe, Mussap and Kolar 
2013).  
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Review of literature concerning culture and health highlights the significant and 
vital role that culture plays in everyday practices for individuals and/or groups 
from a specific population, and how this influences the conceptualisation of health 
and illness as well interventions that might be required. Thus, understanding 
health through a cultural lens may allow for better healthcare provision that is 
more capable of meeting the needs of patients, families and communities at all 
levels. 
 
2.3 Culture in the context of wellbeing  
Literature has shown a correlation between culture and wellbeing (see, for 
example Diener and Diener 1995; Diener, Dinner and Diener 1995; Ariiendellet et 
al 1997 among others). This is of significance in understanding the illness 
experience of a cultural group, gaining insight into how its members perceive 
their own health and that of others, and meeting and providing an effective level 
of healthcare.  
 
Tov and Diener (2009) discuss the concept of subjective wellbeing as a construct 
derived from people’s own reflections on their state of being, incorporating both 
satisfying and unsatisfying aspects. The area of subjective wellbeing has created 
great research interest over the years (see, for example Campbell, Converse and 
Rodgers, 1976; Diner, 1984; Diner and Larsen, 1993).  Early work by Wilson 
(1967) found that people who were young, educated, in a well-paid job, married, 
positive and religious were more likely to rate themselves as happy. Since then, as 
described by Diner, Suh, Lucas and Smith (1999), research has evolved away 
from a focus on demographic characteristics towards formulating a more 
comprehensive conceptualisation to the meaning of happiness; for individuals, 
this includes personal efforts such as coping strategies and goals.                                                    
Furthermore, Diner, Suh, Lucas and Smith (1999) suggest that quality of life 
cannot be only defined by social indicators, and people’s responses also differ 
from individual to individual, such that a one size fits all perception cannot be 
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applied. These differences generally have to do with situations and knowledge of 
people’s past and can be better understood in this perspective. 
 
The specific experience of individuals and groups that might lead to these kinds of 
differences are part of the identity of those involved. In other words, it is the 
experience of living and reacting, both as a unique individual as well as a member 
of a community with shared perceptions and values that contributes to people’s 
sense of who they are. The importance of the development and maintenance of a 
personal identity in relation to culture has been associated with psychological 
wellbeing (see for example Smith and Silva 2011; Wakefield and Hudley 2007; 
Waterman 2007). Culture, in this context, refers to distinct practices, attitudes and 
perceptions that are common to members of a self-identified group whose 
membership is based on history, national origin, language, and other 
characteristics that its members feel make them distinct from other peoples and 
communities. Culture is often seen to play a part in determining behaviour. This 
may be explicit in the views of the people involved. One example of this is the 
concept of a cultural spirit among North American indigenous peoples, which 
defines the connection between a person’s self and their actions. This places 
explicit meaning in personal experiences which also serve as a guide for the 
individual involved (Suh 2002).  In other cases, however, the connection between 
culture and behaviour may be implicit, with given actions and reactions seen as 
simply the way things are done within the group (Egede, 2006). 
 
Diener (2009a) notes that there is a direct link between culture and wellbeing. 
This connection is difficult to generalise about however, because cultural 
populations should not be viewed through a single perspective as each culture is 
different, significant and diverse. It is necessary to be aware of cultural variations 
and differences, and these need to be considered and understood in the context of 
health and wellbeing, as the feelings and emotions that guide interpretations and 
shape the meanings that are given to an experience are of great significance to 
wellbeing (Diener 2009a). Nonetheless, it is also the case that it is difficult to 
generalise about the behaviour and perceptions of members of any given group 
based only on their membership in that group (Hunt, 2005). The need for caution 
may be increasing as, in the modern context, many people have increasingly 
32 
 
access to ideas and information, including specifically about health and wellbeing 
that derives from a source outside their ancestral culture or even the cultural 
environment in which they live. 
 
This view parallels the anthropological approach that holds that comparison 
across different populations is difficult because of deep-seated differences in 
perception and interpretation. The concept of wellbeing and what constitutes 
quality of life is very much affected by perception and may vary considerably 
between individuals as well as groups. Attempts to evaluate cultures in 
comparison to each other may also give rise to ethical problems or conclusions 
that are generally held to be inappropriate (Diener 2009b; Shweder 2000). By 
contrast, however, Edgerton (1992) saw a reason to evaluate different cultures 
based on the quality of life they seemed to offer their members.  He felt that a way 
to do this would be to understand the feelings, views, and values of individuals 
and use them to gauge the extent to which the people involved perceived 
themselves to have a high quality of life. 
 
Regardless of whether wellbeing and its associated concepts are viewed as having 
universal components or whether they are seen to derive from the internal 
dimension of the self, it has been viewed as necessary to take a holistic approach 
in trying to understand the relationship between culture and health (Diener, 
2009b). In trying to fully understand the layers that, in a sense, direct the 
experience of health and wellbeing, it may be almost impossible to gain a full and 
clear picture of people’s perceptions without understanding the meanings they 
ascribe to their experiences of health. Diener (2009b) found that the meanings 
people create and apply in the context of health have a basis within their culture, 
and what constitutes both health and happiness has generally been transmitted 
through the generations and includes beliefs that have withstood the test of time. 
  
The work of Tov and Diener (2009) suggests that it may be a challenge to 
measure the variable of happiness and, in fact, what happiness means from one 
individual to the next. This varies within a cultural group as well as across groups, 
which again highlights the role and influence that culture plays at both a micro 
and macro level. An example of the variation in the meaning attached to specific 
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emotions across cultures is discussed by Frijda and Mesquira (1994) who note that 
emotions are influenced by culture. They explain that emotions have many 
structures and, for this reason, should be considered to be multifaceted. However, 
moving beyond this, they are not only made up of elements people are aware of, 
but they also define the way individuals interact with aspects of their 
environment, the way they understand certain events and the meanings they give 
them. Frijda and Mesquira (1994) further suggest that emotion is part of 
individual’s social environment and also their cultural context. Stipek (1998) 
compared the emotion of pride in people of Chinese and American origin and 
noted that, among Chinese people, a feeling of pride seemed to be accepted when 
it was for others’ achievement, rather than in the person him or herself. By 
contrast, Americans tended to view it as acceptable to take pride in personal 
achievements, which was seen as a positive reaction.  
 
The social environment also contributes to the way individuals or populations 
conceptualise concepts, feelings, thoughts, and reactions.  Aspects of the micro, 
meso and macro environment, that may include the family domain, the school or 
work environment and even the community, are factors in the ecological 
perspective on culture. All these levels can and do influence individual responses 
to experience and may derive from the way a person was raised and his or her 
personal characteristics as well as a way of life that has been transmitted within 
the cultural group. All of these play an important role in people’s ability to 
function and lead their daily life and also define the characteristics of a population 
(Hofstede, 1991). It is this set of factors that may be referred to as ethnic identity. 
This is discussed by Liebkind (1992; 2001) and Phinney (1990) who find that 
ethnic identity, understood in this way, can associate individuals and/or 
populations in particular ways and define relationships that bind them. This 
phenomenon, the sense of belonging and this acquired membership in a group, is 
also of great significance, particularly for minority communities or populations 
that experience stigma as a group identity, and can support self–esteem and 
overall wellbeing (Crocker, Luhtanen, Blaine, Broadnax, 1994). 
 
The work of Lau, Cummings and McPherson (2005) discusses the Personal 
Wellbeing Index (PWI). This tool allows for the measure of cross cultural 
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wellbeing. These authors studied 360 individuals of Hong Kong Chinese and 
Australian background. Their findings showed differences between the two 
groups which suggest that cultural responses and perceptions of the meanings of 
happiness might be significant. The work of Tomyn and Cummins (2011) 
similarly suggests that culture has a measurable impact on largely subjective 
states, such as happiness or wellbeing. In the context of health, this may also be 
significant because certain dimensions of the experience of health and illness are 
also subjective, such as the degree to which an individual feels discomfort or 
inconvenience, the perception of the intensity of pain or illness, the decision that a 
health condition is serious, and so on. 
The subjective aspect of health has been explored through the study of cultural 
consonance which has been used to link subjective states of wellbeing to physical 
health effects. The term ‘cultural consonance’ refers to the extent to which a 
person’s expectations, based on his or her culture of origin, are fulfilled and the 
relationship this situation has to physical health (see, for example Dressler et al., 
2005a).  The concept of cultural consonance has also been linked to health 
behaviour and health decision-making. For example, Dressler (2004) found higher 
levels of blood pressure in individuals from more developed societies compared to 
those from less developed, more traditional societies. He interpreted this to 
indicate that stresses associated with a changing lifestyle that may not allow for 
the full expression of ideas that are important in people’s cultural group can result 
in measurable changes in physiological status that may be associated with 
negative changes in health status. By contrast, individuals whose living 
environment is more consistent with the expectations of their culture tend to show 
less negative change in measurable health criteria. This is one way of trying to 
understand how changes to culture can impact health (see also Dressler et al., 
2005b). While much of the work on cultural consonance has related to measurable 
changes in health status that can be shown to relate to culture change, it is 
important to recognise that such changes may have meaningful impacts on 
individuals that are harder to measure, such as in relation to their emotional state. 
Often a person’s culture and the way they have been raised guide thought 
processes and decision-making, in a reflection of culturally sanctioned behaviour 
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and customs. This may impact populations at all levels and in all domains. 
Dressler et al. (2005a), based on work in Brazil, highlight the role of cultural 
consonance in explaining the collective behaviour of a population and suggest it 
can predict health outcomes. The findings of this study showed that higher levels 
of cultural consonance in the area of lifestyle and social support correlated with 
lower blood pressure, suggesting that behavior associated with their culture had a 
positive effect on health. 
Cultural consonance may be of special significance in the context of migration, 
especially when the destination has a culture that is very different from the culture 
of origin. Phinney, Horenczyk, Liebkind and Vedder (2001) found that personal 
factors, like gender, age at migration, and generational membership, contribute to 
the maintenance of identity among immigrants as well as their success in adapting 
to the new culture. Generation and length of time in the receiving culture 
especially seem to affect how much and the degree to which people can adapt 
(Berry and Sam 1997; Liebkind 2001; Phinney 1998). Immigrants tend to arrive 
in their new community in the country of migration with strong links to their 
country of origin and the culture and way of life of their homeland. These links, 
and the balance of the new and old cultures, are not limited to the generation that 
migrated. Their descendants, the generations born in the receiving culture, 
experience their own challenges. Their experience differs, but the issue of identity 
remains. Individuals in this position may be pulled between the cultural demands 
of their parents and the norms of the place where they are living. This has the 
potential to create significant impacts on health and wellbeing and may 
particularly affect mental and emotional health (Berry and Sabatier, 2010; Portes 
et al, 2009; Sabatier and Berry, 2008). 
 
Cultural identity has both positive and negative impacts on health and wellbeing. 
Phinney, Horenczyk, Liebkind and Vedder (2001) find that bicultural or 
integrated identity can be positive, with individuals showing higher levels of 
wellbeing compared to those from other identity categories. Phinney (1990) also 
notes the significance of ethnic identity and suggests that a balance with pressure 
to assimilate is required. A sense that assimilation, and with it a loss of culture, is 
required can lead to negative health outcomes, such as anger and depression. It 
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should be noted, however, that the inability or unwillingness to assimilate into a 
receiving culture can have serious negative consequences as well. For example, 
failure to master the language will affect the ability to succeed in formal education 
which may be required for employment (Galloway and Aaberge, 2005; Neilsen et 
al, 2004). The impact of level of educational attainment on socioeconomic status 
and indirectly on health has been widely discussed and established through a large 
number of studies in various parts of the world (see Berkman and Kawachi, 2000, 
for a detailed discussion of this). 
Review of literature concerning culture in the context of wellbeing highlights the 
direct association between culture and wellbeing and also the complex 
interactions between individual perceptions that emerge in the context of culture 
and behavior and attitudes that involve the broader living environment. While it is 
difficult to identify specific elements of culture that result in particular health and 
wellbeing outcomes, it is clear that culture may shape a range of cognitive and 
affective states that have the potential to influence health outcomes. No two 
populations are exactly the same, however. The distance between the predominant 
cultural perspective of any one community may be closer or farther from that of 
another based on arrange of historical and contextual factors that are unique to 
each. For this reason, it is important to understand the characteristics perspectives, 
attitudes, and practices of a community of interest and to recognise that health and 
wellbeing are likely to be understood in ways that are equally characteristic of the 
group in question.  
 
2.4 Health and Culture in Immigrant Communities 
Culture can and does impact on perceptions of health and, for this reason, cultural 
identity can affect the health and wellbeing of immigrant communities. This 
phenomenon has been reported in various studies (Lopez-Class et al., 2011; Unger 
and Schwartz 2012). The journey of migration is often filled with anxiety, and the 
pressure of post migration life (for example, difficult experiences and traumatic 
memories associated with one’s homeland, which might include war or famine) 
up until settlement (loss of family and community) can lead to and be the cause of 
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a number health issues for the individuals involved (Pumariega, Rothe and 
Pumariega 2005).  
Berry and Kim (1988) discuss the process of acculturation as being diverse. For 
example, some immigrants assimilate with the culture of settlement, while others 
maintain the ways of their culture of origin. This latter group can be termed 
separatists and may have specific health and wellbeing issues that relate to their 
perceptions of the migration experience. Other individuals find a midpoint 
between the two reactions and may become bicultural. Finally, some individuals 
may become marginalists, who seem to isolate themselves from both cultures. 
However, regardless of the pattern and experience of acculturation, clear links to 
health have been observed among migrants in a range of locations (see for 
example, Miranda, Gonzalez and Tarraf 2011; Organista, Organista and Kurasaki 
2003; Salant and Lauderdale 2003; among others). 
 
The work of Organista, Organista and Kurasaki (2003) discusses the process of 
transition from culture of origin to culture of settlement which is usually referred 
to as acculturation. During this transition, a number of adjustments are required, 
which may include changes to customs and traditions, language, and ways of life 
(including social norms and the law). This process of change and transition is both 
psychological and social, and challenges associated to acculturation can and do 
impact health and wellbeing.  For example, among immigrant communities, there 
is often added stress in adapting and adjusting to cultural differences. The early 
stages of migration are of particular significance (see for example Berry and Kim 
1988; Organista, Organista and Kurasaki 2003; Yeung and Schwartz 1986; Zheng 
and Berry 1991), presumably because lack of familiarity with the new setting is 
often accompanied by stress of various kinds.  
 
New migrants may experience difficulties making a living, mastering the majority 
language, understanding social institutions, and interacting with the receiving 
population. It is often impossible to anticipate what challenges might be faced, 
and migrants are frequently unprepared for the difficulties they encounter. This 
situation may be exacerbated by experiences before migration, especially if these 
experiences were traumatic (Bhattacharya and Schoppelrey, 2004; Kirmeyer et al, 
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2011; Miller and Chandler, 2002).The nature of the decision to migrate is of equal 
importance. Not surprisingly, individuals who felt compelled to leave their 
country of origin, due to war or displacement for example, may have a different 
type of adjustment experience than individuals who chose to migrate for 
economic reasons but could have remained where they were. Similarly, the 
attitudes of the public in the receiving culture are also significant and may affect 
interaction with newcomers as well as the ways which the two communities 
perceive each other (see for example Berry 1997b; Berry and Annis 1974; Berry 
and Kim 1988; Berry, Kim, Minde and Mok 1987).  
 
Biddle, Kennedy and McDonald (2007) discuss their observations among 
immigrants to Australia with respect to negative impacts on health as a result of 
long term settlement. It has been noted in Australia that immigrants from non-
English speaking backgrounds tend to have lower rates of chronic illness when 
they arrive in the country in comparison to Australian-born individuals. However, 
the gap in prevalence shrinks over time, and the longer immigrants have been in 
Australia, the smaller their advantage tends to become. While Australian-born 
individuals have higher prevalence rates overall, the loss of health among 
migrants is a concern and may relate to acculturation stresses as well as lifestyle 
change in the new location. Similar findings have been seen among immigrants to 
Canada, where those who are recent settlers tend to be healthier in comparison to 
those with longer settlement. This is of concern for both the long term health and 
wellbeing of the immigrants and in the context of health care of the country of 
settlement (Hyman 2004; Beiser 2005). The “healthy migrant effect” is well-
known in the literature, and has been discussed extensively in the context of the 
United States as well as elsewhere (see Fennelly, 2007; Mladovsky, 2007; Razum 
et al, 2000; among others) 
Language is a key factor in acculturation and a marker of both individual and 
group identity on a number of levels (see, for example Feuverveger, 1989; 
Fishman, 1977; Giles and Johnson, 1981; Li 1995). Language has been described 
by Authers (2006) as more than just a means of communication, and Alba (1990) 
notes that is it a means of expressing ethnicity. The language a person uses and 
the way in which he or she speaks is immediately recognizable to speakers of the 
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same language and conveys a range of sociolinguistic characteristics that 
contribute to how the speaker is perceived and treated (Montreuil and Bourhuis, 
2004; Weisskirk and Alva, 2002). This extends not just to a person’s first 
language but, in the case of migration, to the way in which newcomers’ efforts to 
use the majority language are viewed by majority language speakers. 
Language is vital for immigrants’ health in terms of their own psychological state 
and also in their ability to communicate with healthcare providers and express 
their feelings and symptoms. Their language ability will also determine the extent 
to which they can access services and how much care they can fully use and 
conceptualise and question if required (Unger and Schwartz 2012).  Giles et al. 
(1977) link culture to verbal communication and note that the ways of expressing 
emotions are specific to a cultural group. This finding may be especially 
significant in the context of migrant health because language use by non-native 
speakers may differ significantly from what is expected by users of the majority 
language in a given location. In the context of health care, for example, this may 
add an additional layer of complexity and potential miscommunication, especially 
where healthcare providers are not familiar with the first language and 
accompanying conventions of the people they are working with. 
Canagarajah and Siberstein (2012) discuss the importance of language to identity 
and relationships. It is in the early years of childhood that identity is formed and 
community membership develops and is achieved (Bottomley 1976). Ethnic 
differences become apparent for children at the age of three or four, and it is here 
that children tend to notice language differences. Following this, the ages of four 
to eight tend to be when ethnic orientation develops and association to one ethnic 
group over another is made (Porter, 1971). For this reason, even individuals 
whose migration occurred at an early enough age for them to develop near native 
ability in the majority language of the receiving culture may experience conflict 
between the ethnic identity they feel and the one expected of them based on 
perceived characteristics such as language use (Berry et al, 2006). 
For adolescents, this experience may be especially significant. This stage of life 
may be characterised by identity crisis (Erikson, 1968), and the formation of 
identity for younger members of immigrant communities may present special 
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challenges. These individuals may see themselves as having a dual identity and 
follow different cultural norms at home from those that apply in their social 
and/or school environment (Padilla 2006). This type of bicultural identity may 
develop when an individual is required by the social context to adhere to the 
norms of two cultures depending on the situation. This may be stressful for those 
involved, especially if there is an aspect of conflict between the desires of parents, 
for instance, and the norms of the young person’s social group (Berry et al, 2006). 
Language use, including language brokering for non-majority language speaking 
family members, is often an integral factor in this conflict. 
It should be noted that mastery of the majority language following migration 
cannot be assumed or taken for granted.  There are a range of factors that may 
affect language adaptation that include those inherent to an individual (such as 
ability), attitude (willingness and desire to use a new language); and opportunity 
(exposure to a new language). Mollica et al (1992), referring to the Harvard 
Trauma Questionnaire and the Hopkins Symptom Checklist, note that the variable 
of language is related to the appearance of mental health problems such post-
traumatic stress disorder and depression. Similar challenges are discussed by 
Westermeyer and Her (1996), who provide an example from the United States 
where language ability impacts employment. The work of Organista, Organiasta 
and Kurasaki (2003) links employment to wellbeing as well. The relationship 
between employment, income, and health is well established (see Berkman et al, 
2014), and language is a significant factor in determining the nature of 
employment an individual can obtain and his or her ability to achieve upward 
mobility (Berman et al, 2003; Rooth and Ekberg, 2006). 
The behaviour of immigrants can be influenced by the sense of belonging to two 
cultures and the emergence of elements of two cultures may, in fact, be positive in 
the sense of fostering growth and personal achievement. However, this can also 
present an additional dilemma for immigrants who have acculturated to some 
extent to the receiving culture. Because of the effects of the new language, way of 
life, and social norms of the place where they are living, they gradually shift away 
from the behaviors of their culture of origin and take on a transitional identity 
(Davids and Van Houte 2008). This transitional identity may be characteristic of 
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migrants from a similar background in a given location but may be very different 
from both the culture of origin and the receiving culture (Logan et al, 2002; 
Tummala-Narra, 2009). The extent to which certain immigrant communities 
desire to replicate their home culture varies and also has something to do with the 
size of the community in the receiving culture. 
Culture of origin is most significant in the activities of a migrant community that 
are outside of the public sphere. For this reason, the home environment, including 
its cultural values and how the family overall functions as well as the roles and 
responsibilities of each member, is often the site of cultural practices associated 
with ethnic identity (Ehrkamp, 2005; Gallegos-Castillo, 2006).  The specific role 
of cultural maintenance is often taken up by members of the immigrant generation 
who have first-hand knowledge of the culture of origin. The first generation born 
in the new location often experiences heavy expectations for cultural 
maintenance, and this may become a source of inter-generational tension (Alba, 
1990; Khoo, Mc Donald, Giorgas and Birrell, 2002; Portes 1994). This tension 
may be significant and can act as a formative factor in the identity formation of 
young people in immigrant communities (Foner, 2009: Foner and Dreby, 2011). 
The work of Berry, Poortinga, Segal and Desen (1992) shows that what is 
culturally acceptable does impact upon behaviour. In the area of health 
specifically, what is culturally acceptable (shared beliefs and the way things are 
done within a specific cultural group) may conflict with information provided by 
medicine and science. On this, Trostle (2005) notes that culture can influence the 
perception of illness, and this perception influences what is considered acceptable 
health behaviour and choice of treatment methods. Within the Greek culture, for 
example, when it comes to health decisions, such as care of a person who is ill or 
information disclosure, it is often the family that makes these decisions on behalf 
of the sick individual (Mystakidou et al., 2005a) 
For Greek communities in various locations, the family home is often central in 
providing support and is at the heart of an individual’s social network (Evergeti 
2006; Tsemberis et al., 1999). In the context of migration, Greek communities 
often recreate traditional family structures and relationships centering on the home 
which function to maintain, transmit, and reinforce cultural practices and beliefs 
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(Evergeti 2006). Greek communities as a whole often maintain the Greek 
language and attempt to establish the types of community organisation that 
support traditional culture (Tamis et al, 1993). Interestingly, new technology 
seems to be able to support the maintenance of ethnic identity and has been used 
to this end by at least some Greek communities to ensure the continuation of their 
specific ethnic culture in the context of immigration (Panagakos, 2003). The 
importance of language maintenance in Greek communities has tended to support 
the continued practice of certain aspects of culture and religion. This can be 
viewed as a manifestation of the desire of many Greek immigrants to one day 
return to Greece. Even when this is impractical or impossible, the idea that 
migration is temporary, or at least transient, is strong in many Greek communities 
and may even lead second generation Greek migrants to move back to Greece to 
realise their parents’ dream of returning home (Christou, 2006).  
This created ethnic identity among people of Greek origin who live in places 
outside of Greece has implications for community health as well as for health 
care. Rosenbaum (1991) notes that folk practices may be significant in the way 
health is viewed by older members of Greek communities and must be taken into 
account by those providing health care in the modern context. The existence of 
traditional views of health and illness in this community has been noted to affect 
various aspects of health care, including the need for professional advice (see, for 
example, Marino et al, 2002). The culturally specific nature of health and illness 
as understood in Greek communities is often pronounced and significantly 
different from that of the surrounding society. For this reason, Georgiades (2010) 
presents specific guidelines for addressing the health needs of members of Greek 
immigrant communities that reflect cultural prerogatives that are often reinforced 
by language use. Goldstein, Thewes and Butow (2002) discuss a qualitative study 
examining attitudes toward cancer as well as information disclosure and treatment 
among Greek speaking, first generation residents in Australia who had no 
diagnosis of cancer. Their findings indicate considerable diversity among 
participants; however, cultural sensitivity and awareness of difference was shown 
to be vital in meeting their healthcare needs. Furthermore, their findings suggest 
that the perception of cancer among this population is that the disease is a source 
of shame, and there seems to be a stigma attached to its diagnosis. As a result, 
43 
 
there was a reluctance among participants to disclose their diagnosis, as they felt 
this to be a family matter. Family plays a central role in communication with 
doctors, and it was often preferable, as well as their perceived responsibility, for 
family members to present the diagnosis of disease to the individual involved. 
This was viewed as a way to lessen the negative impact and also as a way to 
protect a vulnerable family member in times of illness. 
The work of Kirmayer and Minas (2000) discusses cultural psychiatry and notes 
the importance of conceptualising cultural differences and the impact that these 
differences have on mental illness in particular. Furthermore these authors note 
that having a cultural understanding will assist both clinicians and researchers, 
thus enhancing health care and meeting patient needs. The aim should be to 
recognise and accommodate differences in perceptions that derive from culture 
without compromising the quality of care provided or causing distress to the 
individual involved. 
Mystakidou et al. (2005b) describe the meaning of cultural differences for Greek 
people in how they conceptualise death and how their culture and religion provide 
support throughout the grief process. They stress that these cultural differences are 
of the utmost importance in providing adequate health care and meeting diverse 
needs.  Similar specificities exist for all cultural groups, although this aspect of 
culture and group experience is not always well understood. Nonetheless, as the 
literature indicates, people’s understanding of health has a strong cultural 
component and is an important influence on perceptions and interpretation of 
health issues. 
The existence of conceptualisations of health and illness that are shared by many 
members of a given ethnic community may have serious implications for the 
provision of health care and the maintenance of health and wellbeing among its 
members. It is not uncommon for members of a specific ethnic community to 
experience illness in ways that are characteristic of the group and that have as a 
base distinctive aspects of the group’s traditional language and culture. While in 
most cases, this will be most apparent in the context of reaction and adaptation to 
illness, in some situations, culturally specific views of illness may manifest as 
culture bound syndromes, conceptualisations of illness that derive fully from a 
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given culture. Dunk (1989), for example, describes a culture specific condition 
referred to as broken nerves (nevra) by Greek women in Montreal. There is an 
indication that this is actually an instance of cultural interpretation of symptoms, 
rather than a ‘culture bound syndrome’.  The term nevra has been noted in the 
literature to be a social disorder (Clark, 1989) and has been associated with gender 
roles, conflict within the family as well as the conceptualisation of the evil eye 
among some people of Greek background. Overall, this disorder has been linked 
to social factors that cause distress. Nevra, according to Dunk (1989), is unique to 
this population group of immigrant women and may also relate to a stressful work 
environment, income and gender issues. The symptoms associated with the 
condition are related to overall perception of health and social norms associated 
with the sick role in their culture. Further, as noted by Lock and Wakewich-Dunk 
(1990), the formation of identity among Greek women, when assessed against the 
experience of migration and its results for self-esteem, can result in ill health 
(nevra) for this group.  This suggests the importance of cultural understanding for 
healthcare professionals who might come in contact with individuals who apply a 
very specific, culturally determined interpretation to changes in health they have 
experienced. 
Review of literature concerning health and culture in immigrant communities 
highlights how cultural identity influences and affects the health and wellbeing of 
immigrants, through the process of migrations as well as through the variables of 
acculturation and language. On a psychological level language plays a significant 
role in their emotional state and determines their ability to communicate with 
healthcare providers. For migrants, having their healthcare needs met at both a 
physiological and cultural level is crucial and vital in achieving desired health 
outcomes at all levels. Health extends beyond physiology and includes both 
cognitive and affective dimensions of experience. Particularly for immigrant 
communities, meeting and understanding their cultural needs is imperative in 
supporting overall wellbeing and positive psychological states. 
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2.5 Maintenance and transmission of culture in the context of health and 
wellbeing 
Culture can be described as a process of learning and sharing information among 
individuals, groups and populations. As such, it represents an aspect of the 
individual’s identity that existed into the past (before his or her personal 
experience) and will continue beyond the present generation into the future. 
Culture may also contribute to meaning in life and continues to evolve throughout 
a person’s lifetime (Dinesh and Ploe 2011). Culture has another dimension that is 
apparent in the context of health and wellbeing that relates to the interpretation of 
normal versus abnormal states of physical and mental health. Culture can provide 
an understanding of both health and illness and, as a result of this 
conceptualisation, can impact on behaviour and give meaning to an experience. 
Trostle (2005) and Dressler (2004) note that culture can affect how illness is 
perceived and what interventions may be appropriate and also the treatment 
methods people are willing to accept upon diagnosis of disease. Conversely, a 
cultural conceptualisation of health can impact risk of disease as people perceive 
and choose behaviour using their own cultural lens. The practices that are seen as 
appropriate in one culture may conflict, for example, with evidence-based 
healthcare advice or may lead to deterioration of health because they are based on 
a different cognitive schema (see, for example Caldwell et al., 2005; Du Bois, 
1983; Gergen, Gulerce, Lock and Misra, 1996; Hughes,  Seidman and Williams, 
1993) .  
This effect of culture on the conceptualisation of health impacts people at all 
levels as each individual involved (i.e patient, family and healthcare team 
members) has his or her own set of beliefs, experiences and views that shape the 
perception, understanding and treatment of illness. Dressler (2004) suggests that 
risk of disease may vary with culture and found higher blood pressure among 
people from more developed, industrialised communities as compared to people 
from more traditional and less developed societies. He suggests that this 
difference can be accounted for by the degree to which individuals in each social 
context benefit from the support their culture provides relative to their social 
setting and lifestyle. Dressler refers to this differential as cultural consonance and 
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postulates that higher levels of cultural consonance (a situation where one’s social 
context fits better with cultural expectations) are associated with better health as 
measured through clinically observable characteristics such as blood pressure. 
Lower cultural consonance (where one’s living environment is at odds with 
cultural expectations) then is associated with poorer health measured in the same 
way. Cultural consonance as a determinant of health has implications for 
communities around the world whose circumstances either do not support their 
traditional culture or who are a cultural minority in the place where they live. The 
extent to which inability to practice one’s culture has implications for health has 
been shown in a number of different cultures around the world (see Dinesh and 
Poole, 2011; Dockery, 2010; Mui and Lee, 2013; Nickerson et al., 2014; Roman, 
Lori and Spero, 2012 among others)  
Cultural consonance is closely related to the process of culture transmission which 
suggests the ways in which cultural knowledge is maintained over time. The 
process of cultural transmission is considered by Schonpflug (2009) to be a form 
of communication from parent to child or grandparent to grandchild. This process 
is viewed as inherently asymmetrical, with the receiver of knowledge being the 
child/grandchild and information coming from the elders. Schonpflug notes, 
however, that knowledge may, in fact, be exchanged in both directions and 
generally what is transmitted by grandparent to grandchild is less important than 
between parent and child. Other research has also indicated (Ambert 1992; Taris 
2000; Kucyzynski et al., 1997 among others) that the exchange of information 
between parent and child and child and parent is of importance. There can be little 
doubt that the influence of parent on child through the course of daily living tends 
to be more influential, even though children can and do shape and change the 
ways and beliefs of their parents. The phenomenon of migration and settlement of 
diaspora population has been associated with a social role for the first generation 
born in the country of settlement that generally includes a significant and crucial 
responsibility in the maintenance of culture of origin. These first generation 
individuals often become a link between the traditional culture of their parents and 
grandparents and the new culture of the location of settlement (Alba, 1990; Khoo, 
Mc Donald, Giorgas and Birrell, 2002; Portes 1994). 
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In this context, grandparents often see themselves as being responsible for 
ensuring that grandchildren, who often have no firsthand knowledge of the culture 
of origin, are socialised into the family’s traditional culture to the extent possible 
in their new surroundings. The knowledge of the family’s origins and traditional 
beliefs often takes on a special significance for younger generations born in the 
location of settlement, and they may turn to older family members for guidance 
and advice that they see as relevant to themselves in the context of their perceived 
identity as a member of their traditional ethnic group (see Franks, Hughes, Phelps 
and Williams 1993; Kivnick, 1985; Neugarten and Weinstein 1964 for discussion 
of this issue). While these younger family members may be integrated into the 
majority culture of residence, they may also retain a cultural identity that suggests 
the accumulated wisdom of older family members that derives from the group’s 
culture of origin is relevant and more appropriate. While this perception may 
change over time with increasing acculturation, it is also likely that the relative 
importance of the two cultures depends on the culture of origin and the culture of 
residence, as reactions of individuals may vary based on a range of contextual and 
individual characteristics. 
Generally, transmission of cultural knowledge occurs in areas such as values, 
skills, behaviour and knowledge. General practices and beliefs in a specific 
cultural group are handed down by elders to members of the younger generation. 
This transmission, however, may not be deliberate and not necessarily planned; it 
may also not be linear and uninterrupted. Instead, transmission of cultural 
information between generations tends to occur spontaneously, triggered by 
events and perceived need (Schonpflug, 2009, 2001). For example, young people 
are generally not instructed in how the milestones of human experience are 
handled in their hereditary culture; instead, they experience this gradually as such 
events occur.  Through time, however, changes in cultural practices do occur 
within a group and may be influenced by social factors and acculturation or 
interactions with other cultural groups and the majority population (Schonpflug 
2009). In other words, even if aspired to, in practice, it is not possible to fully 
maintain or recreate the culture of origin in a new location. Inevitably, cultural 
practices will change and develop with a multitude of outside influences in the 
location of settlement. It is interesting to note as well that all cultures experience 
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this process of change, regardless of context, including in situations where there is 
no acculturation pressure or triggering event. However, it is also the case that 
migrants may perceive their culture of origin as comparatively static and, at the 
same time, be unaware of how much or in what direction their own cultural 
practices have changed (see Bovenkerk, 2012; Christou, 2006; Thorne et al, 
2001).  
It is important to note that it is not only knowledge and information that may be 
transmitted between generations in the context of migration. Behaviours may be 
transmitted as well, and this may have significant implications for health and 
disease. Coneus and Spiess (2012) investigated the intergenerational transmission 
of healthy eating using data from the German Socio-Economic Panel. Their 
findings highlight the important role family characteristics, such as education, 
finance and status, play in health outcomes. In this case, their findings show that 
poor health can be transmitted from parent to child in the form of behaviour that 
increases risk or predisposes individuals to certain health outcomes. Such 
behaviour may have been neutral or even beneficial in another context but 
represents a risk to health in the location of settlement. Dolton et al (2015); 
Gohlmann et al, (2010); Goode et al (2008), and many others report similar 
findings. 
The work of Phinney, Horenczyk, Liebkind and Vedder (2001) suggests that 
attitude is also a variable in cultural transmission. This relates to the general view 
of immigrants who want to maintain their culture of origin relative to their 
willingness to acculturate and become part of the new culture, a process that 
includes mastering the majority language in their location of settlement. Giles, 
Rosenthal and Young (2010) suggest that three variables, social status, 
demography and institutional support, can influence the process of language 
maintenance which is seen as central to cultural maintenance. Yagmur and van de 
Vijver (2011) note that language maintenance is also dependent on variables such 
as the size of the migrating population, the size and nature of the language 
community in the location of settlement, and the value placed on the language of 
the country of origin. Generally, if a large number of speakers migrate to one 
location, if the community that uses the hereditary language is large and stable, 
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and the group values the language and associated culture, it is more likely that 
language ability can be maintained into subsequent generations.  Factors that 
relate to the culture of settlement are important as well. Attitudes towards foreign 
language speakers vary (Dailey-O’Cain and Liebscher, 2011), and there may be 
socioeconomic value associated with language use, which may include a premium 
placed on a foreign language in the location of settlement (Zhang, 2012). 
The phenomenon of migration, particularly when this phenomenon is forced, has 
generated great interest in the fields of anthropology and sociology (Colson, 
2003). The transition from migration to settlement is often associated with new 
beginnings and simultaneously maintenance of memories and ways of the past. 
The way things are remembered and how these memories are recalled to others 
(for example, to family or members of a cultural group) contributes to a cultural 
outlook that derives in part from certain shared experiences as they have been 
recorded in the memory of the community as a whole. When individuals think 
about events or explain their experiences, they tend to highlight certain aspects 
and downplay others.  
The new diaspora identity is often dependent on the settlement process and how 
much of the original culture, norms, traditions and general way of doing thigs can 
be maintained in the new location and, conversely, to what extent a group adopts 
the social norms of the culture of settlement (Colson, 2003). The memories of the 
past, in the form they take in the diaspora community, in combination with new 
practices and views that derive from the culture of settlement, may combine to 
create a characteristic identity within the group of interest in the diaspora. For 
younger people in such communities, continued participation in the social and 
cultural networks associated with their heritage may be especially important in 
establishing and maintaining specific narratives based on collective memory of 
significant events or experiences (Giorgas, 2000a, Giorgas 2000b). Through a 
comparative study that investigated cultural identity among Andalusian (Southern 
Spain) migrants and non-migrants, Gomez-Estern and De la Mata Benitz (2013) 
noted that the migrant population expressed personal narratives through speech 
and language associated to their cultural identity. Shared emotions expressed by 
the participants related to displacement, loss and grief of migration as well as 
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reflections on their homeland, and the links between the two perceptions as well 
as the bond they felt to their place of origin seemed to be the key elements in their 
conceptualisation of this transition as well as the perception that they were living 
in two worlds.  
Huyssen (2003) notes that, generally, diaspora populations seem to remain tied to 
memories of the past and what they left behind and lost, rather than looking to the 
future. In this sense, some individuals may be living in a time warp. However, it is 
important to note that the worldview of different cultures is different with respect 
to future versus past orientation (see, for example, Dundes, 1969). This temporal 
difference in orientation has been shown to have significant impacts on health and 
wellbeing (Brown and Segal, 1996; Holmand and Silver, 1998; Holman and 
Silver, 2005; Yeh et al, 2006), as it relates to the way in which people might 
prepare for and anticipate future events, including those that are health related, 
and also the ways in which they may understand events of the past that might also 
have a bearing on current or future health. 
The memories that form part of the collective culture of a group may be apparent 
in public narrative (the way in which the event of interest is presented in public 
discourse) and personal narratives (the way individual people understand the 
experience). Personal narratives are those that are meaningful to the individuals 
involved, while public narratives are part of public discourse and are generally 
known within a given society, regardless of heritage or origin (Ganz, 2011; 
Rappaport, 2000). Public narratives reflect an intersubjective interpretation that 
relates to the shared psychological relationship between individuals (O’Donnell 
and Tharp, 2012). People’s personal narratives exist within the framework 
provided by the public narrative of an event or experience. This framework 
derives from the ways in which the culture in which the event occurred depicts 
experiences of various kinds and delineates the expected response (Pals and 
McAdams, 2004). An awareness of this cultural specificity is important because 
interpretation of individual or group experience requires insight into the way in 
which cultural factors may affect narrative formation. 
 
Personal and group narratives have been an important component of the study of 
historical trauma, which may refer to a transgenerational experience involving 
51 
 
transmission of attitudes and perceptions of past events. Historical trauma has 
been shown to be related to resilience, and it is possible for narratives of the past 
to support the formation of resilience. It has been suggested that the nature of 
group experience and the group’s response to this experience can serve as a basis 
for positive or negative adaptation as individuals may base their interpretation of 
their own experiences on the group’s narrative and use it as a means to understand 
their own lives (Neimeyer and Stewart, 1996). 
 
In this way, the experience of trauma may become an aspect of individual 
psychology (Denham, 2008). Group narratives about a traumatic experience of the 
past may become a marker of group identity that allows individuals to identify 
with the experiences of their culture of origin which in itself may support the 
formation of resilience (Wexler et al, 2009). The individual narratives that 
contribute to cultural identification exist alongside public narratives of the same 
events or historical period and may conflict with it. However, public narrative 
may support group resilience by creating a sense of solidarity among group 
members and networks that are capable of incorporating individual reactions 
(Crawford, 2013; Denham, 2008; Wexler et al, 2009;). Mohatt et al (2014) 
developed a model of the relationship between public narrative, personal 
narrative, and the health of affected individuals and communities which accounts 
for the effects of public narrative on personal narratives and ultimately health and 
resilience. 
 
This model recognises the problem of ‘public reminders’ of the event or 
experience which may maintain the cultural memory of specific events in a given 
community. In addition, the dominant forces that impact on the community 
(government, cultural elites, politicians, etc.) may also shape public narrative in a 
way that results in constant reminders to individuals of the experience of their 
group (Rappaport, 2000; Sims, 2008). In the case of the Greek community in 
Australia, for example, public narratives relating to the Elgin marbles3 serve as a 
                                                 
3 The Elgin, or Parthenon, marbles are a set of classical Greek sculptures that were removed from 
the Parthenon in the 19th century and transported to Britain for display. Elgin, who had a permit to 
remove the statues given to him by the Ottoman ruler who controlled Greece at the time, has 
nonetheless come to be seen as a vandal who stole part of the nation’s heritage. In 2014, UNESCO 
attempted to mediate between Greece and United Kingdom in settling the dispute, but the offer 
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reminder of perceived past injustices that may reinforce a community perception 
of suffering in the early years of migration to an English speaking society. 
 
While beyond the scope of this study, the emergence of historical trauma in the 
context of migration has been studied by a number of authors in a variety of 
cultures and locations (see, for example, Estrada, 2009; Levers and Hyatt-
Burkhart, 2012; Song, 2001). The existence of transgenerational trauma has been 
associated with a number of negative adaptations in the location of settlement. 
Not surprisingly, these negative impacts may be more serious and entrenched in 
individuals who experienced forced migration or displacement than in those who 
migrated by choice, as the original Greek migrants to Australia did. Nonetheless, 
it is worth noting that it was often economic difficulties that prompted this 
migration, and the contrast between deprivation in Greece and economic success 
in Australia is an important aspect of the collective memory and group narrative 
of this community. 
Review of literature concerning maintenance and transmission of culture in the 
context of health and wellbeing highlights how transmission occurs within a 
cultural community, the role of individuals as well their generational roles in 
transmitting and maintaining cultural ways and beliefs. Further, the potential for 
memories of the past to shape and influence future health and wellbeing among 
specific populations has also been documented in many contexts and for diverse 
groups. This suggests that, in many cases, heritage culture may impact on the 
perceptions of individuals and groups long after they have settled in and 
acculturated to another culture and hence should not be overlooked in considering 
the factors that may affect health, wellbeing, and a range of other socio-cultural 
interactions. 
 
                                                 
was rejected by the British government. The Greek government has since stated that it will use 
diplomatic and political channels to resolve the matter of the Elgin marbles  
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2.6 Religion and Health 
Health experience and health beliefs are often based on patterns that have 
developed over long periods of time with a given group and come to be viewed as 
trustworthy, without necessarily having any medical or scientific basis (see, for 
example, Burch, 2008; Cole, Stevenson and Rodgers, 2009; Geertz, 1973). One 
important source that may supply a framework for the conceptualisation of health 
is religion, which typically supplies a characteristic way of understanding 
experience and creating meaning from that experience. In this sense, the religious 
beliefs and practices of individuals and groups can be seen as part of their culture 
and may be characteristic of the group of interest. 
Human beings tend to seek meaning and answers to various life events (Park and 
Folkman, 1997). This may seem particularly pressing in cases of illness, death and 
other unexpected challenges. Research suggests that religion can provide a 
possible meaning for an experience of this kind (see, for example Murphy, 
Johnson and Lohan, 2003). Pargament and Cummings (2010) note that having an 
answer, and hence an explanation when the unexpected occurs, can result in 
positive outcomes for psychological health and wellbeing. In addition, Pargament 
(1997) finds that religion may also offer a means of social support and can protect 
against further stress. Tix and Frazier (1998) similarly show that religion may 
support people in the process of adjustment following major medical 
interventions. Ai et al. (2004) find that prayer is used as a means of coping by 
some individuals anticipating this type of experience. The beneficial impact of 
religion may extend to mental illness as well. Yangarber-Hicks (2004) shows that 
some patients diagnosed with a mental illness are able to gain a sense of 
empowerment through religion. A religious background and the ways of thinking 
associated with such a framework have been shown to have positive impacts on 
emotions in other contexts as well. For example, Beehr, Johnson and Nieva 
(1995) show that police officers who are religious tend to experience less 
occupational stress than their colleagues who are less religious and that the 
beneficial effect also extends to their partner. This suggests that religion may 
provide a means of emotional support in anticipating negative events and in being 
prepared to cope with them. 
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Membership in a group is directly linked to wellbeing and increased social 
support, and religious affiliation can provide this sense of belonging that 
facilitates the ability to meet challenges, achieve goals, and motivate in ways that 
cannot always be achieved as an individual (for detailed discussion see 
Baumeister and Leary 1995; Haslam, Jetten, Postmes and Hasman 2009; Tajfel 
and Turner 1979; Verkuyten and Yildiz 2007; among others). It has been shown 
that both membership in a religious community and also participation in religious 
activities, such as attending church and offering prayer, are beneficial as a source 
of emotional support and protection from further stress (Koeing, McCullough and 
Larson 2001; Pargament 1997).  
The existence of a link between religion and physical health, as opposed to its 
impact on cognitive and affective state, has also been noted. There is considerable 
evidence, for example, that suggests individuals who actively participate in 
religion and view themselves as religious tend to be healthier and experience 
enhanced wellbeing (Hill et al. 2006; Moberg, 1953; Koeing, McCullough and 
Larson 2001; Krause 2002; Schieman et al., 2006; Lee and Newberg 2005 among 
others). Koeing, King and Carson (2012), for example, show that Christian beliefs 
are associated with overall positive health outcomes on a number of levels. These 
include increased social support and positive marital status, lower levels of 
depression and anxiety and less risk taking behaviour associated with drug and 
alcohol use, healthier cardiovascular function, lower blood pressure, and lower 
incidence of dementia. Green and Elliot (2010) note that religion in an important 
and significant aspect of wellbeing that is associated with happiness. Interestingly, 
there is evidence that many individuals are consciously aware of the impact 
religious beliefs have on their health and wellbeing. Koeing (2013) notes that, in a 
study of 298 patients at Duke University in the United States, more than 40% 
spontaneously mentioned religion in their ability to cope with serious illness.  
There is a great deal of research documenting the role of religion as a source of 
resilience and a means by which people can manage the challenges of life as well 
as a coping mechanism in cases of serious illness (see, Koeing, 2007; Pargament 
and Cummings, 2010; Sherman et al., 2001 among others). Pargament and 
Cummings (2010) state that “religion has unique effects on resilience” (p. 193) 
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and can provide support mechanisms that can assist in coping with stressful life 
events as well as with generally difficult situations. Faith in a higher being or 
other divine conceptualization has been shown to assist in coping and seems to 
allow individuals to maintain hope as well as deal with the immediate situation 
(Friedman et al 2006; Pargament and Cummings, 2010; Prado et al., 2004). 
For the Greek community that is the subject of this study, faith includes a 
supernatural dimension that can be seen as a type of folk religious belief that 
exists alongside the orthodox theological interpretations of their belief system. 
Identification as a person of Greek background includes, for most individuals, 
membership in the Greek Orthodox Church (Willert, 2014). However, beliefs and 
practices that are not part of this tradition are practiced by many people of Greek 
background who often view them as having the same authority and significance as 
those rituals supported by the Church. One example of this is the evil eye (an 
ancient form of ill wishing) that is concern to both Greeks living in Greece as well 
as to those in diaspora communities.  The evil eye is thought to be a type of 
supernatural hex or curse that can come about because of another’s person’s 
malice (see Berger, 2011, for a complete discussion in relation to both Greeks and 
other cultures). People who are suffering from the evil eye are believed to display 
certain symptoms of illness that can only be dispelled by specific religious-
magical means and cannot be helped by formal medicine. 
In addition to the strong presence of folk belief in Greek communities, Church 
rituals, such as Holy Communion and Holy Unction, hold the same type of 
significance and may be used as source of resilience in times of trouble. Miracles, 
and similar aspects of religion that cannot be explained by ordinary human 
experience, are also part of this conceptualisation and suggest the importance of 
faith and trust in God in the Greek understanding of faith (Plakas et al, 2011; 
Fouka et al, 2012). Health-related religious rituals exist in the Greek Orthodox 
Church, and the value of religious faith as a source of personal empowerment in 
the context of illness is well documented in the literature (see, for example, 
Friedman et al., 2006; Prado et al., 2004; Pargament and Cummings, 2010; among 
others). For the Greek community in Melbourne, the church is a central institution 
of social and communal life and provides rituals and practices that suggest how 
illness, and adversity in general, can be approached from the perspective of faith. 
56 
 
For members of the community, these rituals and practices offer practical actions 
that can be taken by affected individuals and their families but also represent an 
important link with the traditions of their ancestors as well as with the larger 
community of faith (Avgoulas and Fanany, 2012a, 2012b, 2013).  
Review of literature concerning religion and health highlights the crucial role that 
religion has in the experience of illness and overall wellbeing. Religion can often 
provide a sense of comfort and be a means support as well as form of resilience 
and may also be a means to conceptualise illness and general misfortunes in life. 
Religion can furthermore offer meaning to an experience and suggest answers to 
questions that may become barriers to overall wellbeing. For this reason, an 
understanding of an individual’s religious beliefs, as well as the outlook of faith 
that is dominant in a given cultural group, can provide insight into the way in 
which issues of health and illness may be approached and may also indicate the 
nature of resilience in the face of adverse events that may be manifested by the 
people of interest. 
2.7 Summary 
This chapter discussed selected literature that relates to models of health; culture 
and health; culture in the context of wellbeing; health and culture in immigrant 
communities; maintenance and transmission of culture relevant to health and 
wellbeing; and religion and health. The literature in these areas relates directly to 
this research and provides the discipline context into which this study fits. As the 
discussion above suggests, there are gaps in the literature that relate to the current 
situation within Greek diaspora community, the nature of culture in the context of 
acculturation to an English speaking society, and the conceptualization of health 
held by members of the community of different ages and experience. The present 
study contributes to filling these gaps and ads to our understanding of these issues. 
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Chapter 3 
Methodology 
 
This chapter presents the methodology of this study, discusses the structure of the 
research and describes the characteristics of the study participants. Related issues, 
such as translation and ethical considerations, are also discussed. 
 
3.1 Research Design 
 
This project was carried out using a qualitative method capable of eliciting the 
subjective reality of the participants who took part in this study.  The aim of this 
was to understand the way in which the participants understood their own 
experiences as well as the way in which they felt these experiences relate to their 
ancestral culture and their perceptions of being of Greek background in Australia. 
An ethnographic approach involving a process of in-depth interviews was used to 
give a voice to these participants by presenting their experiences and the meanings 
they give to them (see Fetterman, 2010). Participants in this study were of Greek 
cultural background with extended family residing in Melbourne. One female 
member of each generation (immigrant; first generation Australian; second 
generation Australian) was included. The youngest generation was interviewed 
first, followed by their mothers’ generation with members of the immigrant 
generation last. It was assumed that ideas about health rooted in the Greek culture 
derived in large part from the immigrant generation. For this reason, participants 
were interviewed in reverse order of age with the currently teenaged individuals 
first. In this way, it was assured that the information they provided represented 
their original thoughts, beliefs and conceptualisations prior to the interview and 
was not influenced by their grandmother or mother who already knew what the 
research was about. 
 
The author of this study is a member of the Australian Greek community in 
Melbourne and was well placed to undertake this research in the language of the 
participants when required, but due to differences in age, training and experience 
occupies a position between insider and outsider (see Dwyer and Buckle, 2009 for 
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a detailed discussion of this issue in qualitative research). Further, the author has 
worked extensively with the Melbourne Greek community, including in a research 
context, and is very familiar with the usual patterns of communication among 
older people in this group. It was anticipated that only members of the immigrant 
generation might potentially choose to communicate in Greek, as members of the 
first and second Australian generations of Greek background typically speak 
English as native speakers. This was, in fact, the case, and interviews with the 
mothers and granddaughters who participated in this study were undertaken in 
English. The grandmothers, who were the original immigrants from Greece, 
preferred to speak in Greek which remains their main language of communication. 
 
3.2 Participants 
 
Sixteen families (a total of 48 participants) from the Greek community in 
Melbourne were recruited for participation in this study. Each family consisted of 
a grandmother, mother and granddaughter, where the grandmother was part of the 
initial immigrant generation and the mothers and granddaughters were all 
Australian born. The participants of this study were chosen to provide a range of 
experiences relevant in understanding the maintenance and transmission of health-
related cultural information in the Greek community. Table 1 outlines participant 
demographics. 
Table 1 – participant demographics 
 
 Immigrant 
generation  
1st generation  2nd generation 
Age [at the time 
of interview] 
 >58 - <78 >37-<50  >16 -<18 
Years in Australia  >39 - <56 Australian born Australian born 
 
All the participants in this study were female, as it has been suggested that 
grandmothers in particular play a role in the maintenance of a community 
language and often care for grandchildren in many Australian sub-cultures 
(Pauwels 2005; Smolicz, Secombe and Hudson, 2001). Georgas et al. (2006) note 
that Greek families tend to be very traditional in the way they function, 
particularly in maintaining traditional family roles where females take on the 
caring responsibility. As female family members in the Greek community 
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generally have a special responsibility for the health of their kin, it was expected 
that transmission of health information among grandmothers, mothers and 
daughters is of special significance. For the youngest generation of participants in 
this study, there was a requirement that participants be 16-18 years of age. At this 
age, it was assumed that participants were old enough to be able to describe their 
health beliefs as well as the way they understand both health and disease as an 
aspect of culture in the context of the larger Australian society. However, these 
participants were still living at home and had regular contact with older relatives 
that allowed for the identification of patterns of cultural transmission between 
grandmothers and granddaughters. Once young people leave home and interact 
more intensely with people from other backgrounds, the relative importance of 
traditional cultural information may change as they are exposed to a wider range 
of information sources, making this slightly older age group inappropriate for this 
study. Age was also significant on another level; the age of the youngest 
generation participants (granddaughters) at the time of the study was comparable 
to that of the oldest generation (grandmothers) at the time they left Greece and 
reflections and discussion on this occurred in both generations interviewed. 
 
3.3 Sample selection 
 
The 48 women from 16 families who took part in this study were interviewed over 
a six-month period. This sample size was chosen to provide thick, rich data as 
described by Fusch and Ness (2015), who discuss methods for achieving data 
saturation. Participants were recruited from the Greek community, either through 
the Greek Orthodox schools of Melbourne, the Greek Orthodox churches of 
Melbourne or various Greek specific cultural groups. Information about the study 
was provided in the form of notices and announcements in publications, such as 
newsletters, for members of these organisations asking that interested persons 
contact the researcher. Initial contact was made by phone with Bishop Iakovos on 
5th May 2012. Bishop Iakovos was very supportive of the study and did not 
anticipate any negative issues associated with the research. He further suggested 
contact be made with Father George from the Greek Orthodox parish and 
community of Sts Anargyri - Oakleigh and Districts. A meeting was arranged by 
the researcher with Father George on 29th June 2012. Father George supported the 
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study and suggested a follow up meeting with the principal of Oakleigh Grammar 
to discuss the overall requirements of the project as well as recruitment of 
participants. A letter of support /consent to participate was provided by Father 
George (Appendix B) to accompany similar documentation prepared by the 
researcher and approved by the Human Ethics Advisory Group of the Faculty of 
Arts and Education of Deakin University. These contacts served to introduce the 
researcher to the target community. Greek Orthodox faith was a criterion for 
participation in this study because its focus was on cultural, not specific religious 
background. However, all participating individuals were Greek Orthodox. Initial 
contact was made with potential participants when they contacted the researcher 
in response to a flyer (Appendix C) providing information about the study. This 
was a beneficial as a starting point for recruitment that was followed by 
snowballing, that proved to be a very useful method of recruitment amongst this 
population. Once potential participants expressed an interest in participating, the 
researcher then provided them with more detailed information so that they could 
decide whether they wish to take part and so that their eligibility could be 
ascertained. Each participating family was given an identifying number. 
Participants of the immigrant generation were designated by the letter A, 
participants from the first generation by the letter B, and participants from the 
second generation by the letter C. Therefore, Participant 4C is the granddaughter 
in family 4; Participant 10A is the grandmother in family 10; and so forth. The 
aim of this was to protect the identity of the women who took part in this study. 
 
3.4 Data Collection 
 
Semi-structured in depth interviews were used to explore the transmission of 
health beliefs among the three generations of Greek families in Melbourne who 
took part in this study and the way they understood both health and disease. Each 
interview took approximately one hour. The participants were invited to talk about 
their understanding of health and to explain in their own words what they see the 
nature of health and illness to be and what a person might do to maintain health 
and treat illness in the context of their own cultural background. Additionally, 
participants were asked to outline the activities they share with the family 
members participating in the study with them. Ethics approval for this project was 
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obtained from the Human Ethics Advisory Group (HEAG) of the Faculty of Arts 
and Education of Deakin University (Appendix D) and included approval of an 
interview schedule for the project (Appendix E). The questions used as the basis 
for the interview included specific questions for each generation. For the 
grandmothers, generation specific question centered on their experience in 
Greece, the specific aspects of culture they wished their daughters and 
granddaughters to understand, and their perceptions of the comparison between 
the Greece of the childhood and their later experiences in Australia. The mothers 
were asked about their experiences and the bridging generation and they ways in 
which they perceived this role to influence their health-related behaviour, 
especially as it concerned their mothers and daughters. The youngest generation 
of participants were asked about the way in which their understanding of their 
Greek heritage affected their understanding of health and also about the 
importance they placed on being Greek (regardless of what this meant to them) in 
the larger Australian context. 
 
The aim of these questions was to determine the perceptions of each generation 
and to elucidate the generation-specific perceptions that were related to health and 
illness as well as to identify attitudes and practices that were shared with the other 
participating generations. In this way, it was possible to determine specific areas 
of understanding that may have been learned from family members from other 
generations. These generation-specific conceptualisations of health provide 
insight into the experiences and attitudes of each age group and reflect the 
experiences and perceptions of their members. 
 
3.5 Limitations 
 
This study involved a comparatively small number of families who were studied 
in depth. Because of the nature of the traditional roles for women in Greek 
families, it focused only on female members who fit the three-generation structure 
described above. Male members in similar situations were not considered here. 
Recent migrants to Australia and families outside of the Melbourne area were also 
not included. For this reason, the findings of this study may not apply to 
individuals in other situations or locations, specifically those who do not 
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participate in the cultural institutions that served as the location for participant 
recruitment, but may nonetheless provide important background for future studies 
of the experiences of Greek families in other locations. Additionally, while this 
study focused on the cultural and linguistic information that related to health and 
religion, a great deal of other kinds of cultural information is likely transmitted 
between generations that is not considered here. 
 
3.6 Ethics 
 
Ethics clearance was obtained from the human ethics advisory group of the 
faculty of Arts and Education at Deakin University, This study was classified as 
low risk. No ethical concerns for the participants who took part in the study were 
anticipated as the information sought was not personal or sensitive, and 
participants had the option to speak generally, rather than specifically about their 
direct experience. Additionally, no personal information was requested and all 
questions about familial relationships related to social activities, such as attending 
church, school functions and community connections and family vacations to 
Greece that take place in the public realm. All participants appeared to enjoy 
talking about their background and ideas about health, and no unexpected events 
occurred during the collection of data. 
 
3.7 Data Analysis 
 
An descriptive qualitative approach using in-depth interviews was selected for this 
study because it would allow participants to discuss their thoughts and 
experiences in their own words and would also allow for a range of topics they 
felt were relevant to their understanding of health and illness to be covered. All 
interviews were audio recorded and transcribed. These transcripts were used as 
the material for analysis which was carried out using principles of both thematic 
analysis and semiotics that allowed for the identification of recurring themes and 
also permitted the language used by participants to be considered. This was 
especially important because the oldest participants (grandmothers) used Greek 
almost entirely, while the youngest participants (their granddaughters) spoke 
English, and the way in which the two languages were used to express specific 
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practices and ideas was considered significant. Firstly, thematic analysis was 
applied as a means of understanding and interpreting the narratives and ideas that 
emerged from the interviews. This allowed for the creation of a framework into 
which participants’ understanding of health could be fit into the context of their 
cultural background (see Green and Thorogood, 2010). Secondly, a semiotic 
approach was applied in order to better understand the context of participants’ 
statements, the words they chose, their expressions, and the language used (see 
Grbich, 2007). In particular, the meaning ascribed to linguistic forms, including 
the way such knowledge relates to individuals’ sense of identity and what this 
means in their specific cultural context, was of interest. 
 
The interviews for this study were undertaken in either the English or Greek 
language. This was intended to allow the participants to speak and express their 
thoughts in either language for the entire interview or to switch between the two. 
The aim was to allow them to choose the means for expressing their thoughts and 
to permit the use of the terms that would be most meaningful in their cultural 
context. Even for the English speaking participants, the use of Greek terms and 
phrases had significant symbolic meaning. Many of these were associated with 
Greek culture, the Greek Orthodox religion and the Greek way of life and had 
stronger emotional content as well as specific nuances that were lacking in the 
comparable English expressions The data that was collected through the 48 
interviews were coded and categorised based on themes that emerged across the 
three generations and related to health beliefs and practices. The resulting coding 
was reflected upon, checked and revised as required throughout the process of 
data analysis.  The themes identified in this study are contained in Table 2 along 
with the area of participants’ experience they relate to 
Table 2 –Themes and Experiential Domains 
Themes  Experiential Domains of   
Participants 
1. Greek culture and health, 
food and health, formal 
health knowledge, folk 
health beliefs 
1. Health knowledge and 
conceptualisation of health 
2. Greek Orthodox religion, 
religious practices, religious 
folk ideas 
2.  Religion  
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3.  Greek culture, Greek 
language, culture-specific 
practices, the idea of being 
Greek 
3.  Culture 
4. Trust, reliance on family, 
in-group/out-group 
perceptions 
4.  Transmission of knowledge 
 
For the participants in this study, the themes that emerged from the data were 
interrelated and overlapping. For example, religious influences were visible in 
much of the discussion of day to day culture. Similarly, the participants’ 
conceptualisation of health was strongly rooted in what they perceived the “Greek 
way” to be. Much of this was underlain by language, especially in terms of 
specific words or concepts participants viewed as being uniquely associated with 
Greek heritage and cultural practices. In this, religion emerged as the dominant 
theme, alongside culture, as the dominant domains defining the particpants’ 
experience and views of health and illness. 
 
3.8 Justification of Methodology 
 
Ethnographic methods have been used in a large number of health and health-
related studies where it was desirable to have a deeper understanding of the 
context and culture of the participants than could be achieved by other means (see, 
for example, Daack-Hirsch and Gamboa, 2010; Higginbottom, 2008; Wilkinson 
and Callister, 2010). These ethnographic studies often involve participants who 
possess specific knowledge and experience and are especially suited to work with 
specific population sub-groups (see Fetterman, 2010; Higginbottom, 2006). The 
present study fulfils the criteria identified by Muecke (1994) as fitting the 
paradigm of ethnography, namely focusing on a discrete community or social 
issue; involving a limited number of participants; problem-focused and context 
specific; involving participants with specific knowledge; and involving episodic 
observation. For this reason, an ethnographic approach, adapted for the context as 
explicated above, was considered most suitable for this study. 
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3.9 Rigor and Validity 
 
Throughout all stages of this study, ensuring validity was imperative and various 
measures were undertaken to achieve this. The methodology was designed taking 
into account the need to maintain rigor. The interview process was carried out to 
include triangulation both across generations within families and across families 
at the generation level (see Reeves, Kuper and Hodges, 2008). Further, 
participants were contextualised based on an in-depth evaluation of their 
background at the individual and family levels as well as in relation to their 
setting within the community (see Mays and Pope, 1995). 
 
To ensure validity of data collected, all interviews were recorded and transcribed 
immediately to preserve the information and allow for comparison with notes 
taken by hand during the interview (see Liamputtong, 2010). Validity was further 
tested by checking the transcripts with the individuals interviewed and asking for 
clarification of anything that was not clear (see Lindlof and Taylor, 2002). If any 
aspect of a participant’s discussion was unclear, further clarification was 
requested or an additional meeting scheduled, as required. Additionally, advice 
was sought from Father George of the Greek Orthodox parish and community of 
Sts Anargyri - Oakleigh and Districts, a community leader with formal training as 
well as insider status in the community, to cross-check contextual (but not 
personal) information that resulted from the interviews. The aim of these 
procedures was to ensure that perceptions that formed the results of this study 
were shared by members of the community in question (see Goetz and LeCompte, 
1984) and that they represent a valid reflection of how the participants felt and 
what they thought (see Krueger, 1988; Schensul and LeCompte, 2013). 
 
3.10 Translation 
 
A considerable amount of data in this study was collected in Greek. All 
translations that appear in this thesis were translated by the author to reflect 
natural English expression. To aid clarity, the original Greek, either using the 
Greek alphabet or occasionally in transliterated form, is provided in addition to an 
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English translation. Measures were taken to ensure accuracy and equivalence of 
translation, but any errors are the responsibility of the author. 
 
3.11 Summary  
 
This chapter described the methodology of this research, how the study was 
undertaken, and how data was collected and analysed. The background of the 
participants and the means by which they were recruited were also described. The 
thematic and semiotic approaches used here were discussed, as were the 
limitations of the study and issues relating to translation of data. 
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Chapter 4 
Findings – Immigrant Generation 
 
 
This chapter reports upon the findings for the immigrant generation of this study. 
It is the first of three chapters that discuss the findings by generation. The findings 
in this chapter are presented in four sections, (1) health knowledge and the 
conceptualisation of health; (2) Greek Orthodox religion, culture and health; (3) 
cultural identity, language and health; and (4) transmission of health knowledge. 
These sections represent the themes identified for this generation. Selected quotes 
are used in order to convey a sense of the participants’ story. As noted in Chapter 
3 – Methodology, 16 older women who migrated from Greece and have been in 
Australia for 39-56 years were interviewed, giving them an opportunity to discuss 
their understanding of health in their own words and to elucidate what they see as 
the nature of health and illness in the context of their cultural background and 
personal experience. Interviews with these participants were conducted mostly in 
Greek, as they generally felt more comfortable and were more able to express 
their thoughts and views in their native language, rather than in English. 
 
4.1 Health knowledge and the conceptualisation of health 
 
The older women who represent the immigrant generation in this study had access 
to a wide and varied range of health information that seems to have come from 
several different sources. They express a strong tendency to rely on family and 
friends for health information and advice. Typically, they turn to their daughters, 
parents, mother, grandparents and elders in Greece but also show a preference for 
doctors from a Greek background. Participant 8A stated, “My doctor is Greek ….. 
my children sometimes, my daughter mainly tells me what’s good for me and 
what’s not.” The view that their own cultural group was the best source of health 
information for them was repeated by all the participants in this study. It was not 
uncommon for them to refer to things they had observed their parents or 
grandparents do in Greece when they were children and that they connected with 
their background and upbringing. These observations, coupled with their own 
later experience, have allowed them to construct a conceptualisation of health 
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with this kind of empirical consideration at the center. As Participant 1A noted, 
“It’s your own understanding as mostly you become a doctor.”  
 
The immigrant generation’s conceptualisation of health is strongly connected to 
what they feel is Greek and derives from their experience in Greece before 
coming to Australia. These grandmothers, who came to Australia as teenagers and 
or young adults with limited education and in most cases a very imperfect 
knowledge of the state of health in Greece at that time, may not, in fact, have 
known much about the health situation of older people in Greece. For this reason, 
many still perceive Greece as healthier – they were young and healthy there with a 
young person’s knowledge of health. However, they have spent their whole adult 
life in Australia and perceive their current health (and that of their 
contemporaries) as resulting from the experience of living in Australia. Participant 
14A pointed out the contrast with her situation in Melbourne as follows: “We had 
our own garden in Greece and, in those years, everything was natural, and this 
was good for our health.” 
 
The reference to the cultural context of their childhood is an indication of the role 
that things these participants associate with Greece plays in their understanding of 
health. Because they tend to evaluate their experience in Australia in the context 
of their expectations based on the events and cultural content of their early life as 
well as the Greek language that they still strongly prefer to use, these participants 
continue to measure health and decide what is healthy based on the typical ideas 
and language of their generation in Greece. The terms that are available to them to 
discuss health, the cultural practices associated with creating and maintaining 
health, as well as the means used to address ill health all come from a Greek 
model, and specifically the Greek model that prevailed in the period before they 
came to Australia. It is perhaps for this reason that these participants express 
greater trust in doctors from a Greek background whom they feel will better 
understand them because of shared language and cultural background. 
 
For the participants of the immigrant generation, being healthy was of great value 
and importance on a number of levels. Several participants stated that it was more 
important to be healthy than to have other attributes or material possessions. 
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Participant 5A said, “It [health] is the most significant thing for a person. First 
above everything is our health not money.” Others characterised health in terms of 
their ability to participate in social activities, especially those that involve family. 
Participant 12A said, “It [health] is everything. I can do jobs around the house, 
look after my children, my garden.” These members of the immigrant generation 
tended to describe health in superlatives: “a treasure” [θησαυρός], “the most 
valuable” [πολύτιμο], “the best” [καλύτερο], “the most significant” [σημαντικό], 
and “happiness” [ευτυχία]. They also noted that the main value of health is that it 
allows a person to enjoy other aspects of life.  
 
The other aspects of life these participants referred to include their families’ 
activities, their religious observance, and socialising with their friends. Social 
cohesion is very high in the Greek community in Melbourne and tends to center 
on family connections, networks of friends, and religious events and rituals that 
unite the larger Greek Orthodox community. Nonetheless, the older participants in 
this study accept that someone might be in poor health. They do not seem to see 
this as unnatural. Instead, they feel it is lucky if an older person remains healthy 
but seem to feel that health problems or declining health must be expected in older 
age, and this reinforces the importance of health.  
 
The immigrant generation participants do not feel that people of Greek 
background have any particular advantages or disadvantages when it comes to 
health. Many observed that a lot of Greek people have cancer and that both cancer 
and lung problems are things that doctors cannot cure. While it is difficult to 
assess whether this perception is broadly valid or is coloured by the age of this 
group of participants, cancer has a long history of recognition and (attempted) 
treatment in Greece going back to the classical period. The term “carcinoma” 
[καρκίνωμα] comes from the Greek karkinos, and the word “cancer,” which 
means “crab” in Latin (translated from the Greek karkinos) refers to the tendency 
of the disease to spread slowly through the body like a crawling crab (Haubrich, 
2003). The pessimism and apprehension about cancer expressed by these 
participants may reflect a very long-held idea that cancer is the most dangerous 
illness as well as a lack of awareness that many types of cancer can, in fact, be 
treated. Many of the participants know others who have had cancer and, through 
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their younger family members, doctors, and general health information in the 
media and public sphere, are aware that certain behaviour they associate with the 
Greek culture, such as smoking, has been connected to this disease. 
 
A folk illness that seemed to be of concern for this generation was nervous 
breakdown [νευρικός κλονισμός]. While the participants did not have a detailed 
understanding of mental illness and its causes, they were aware that a set of 
circumstances they generalise as “stress” may lead to emotional collapse and 
inability to function normally. Psychological crisis of this kind is again of 
importance because this generation experienced considerable stress related to 
migration to Australia and acculturation into an English speaking environment as 
well as their experiences pre-migration after World War II and during the civil 
war in Greece.  
 
When asked about observational signs of both health and illness, this generation 
seemed to rely on ‘traditional” signs that could be observed and described without 
clinical means. In particular they mentioned a change in complexion. Participant 
4A suggested, “When you are sick you look white and pale.” Others connected 
this change in appearance with speech and other outward elements of behaviour. 
Participant 2A reflected, “You can see it [illness] from their face, the colour, the 
way they walk, their speech. If someone is sick they cannot speak well.” An 
interesting reflection on health was made my Participant 3A who said, “Older 
people, they are able to walk, you can understand them when they speak.” This 
alludes to the fact that older people of this community tend to think about health 
in Greek, rather than English, and Greek terms and conceptualisations remain 
more meaningful to them in conveying information about health and well-being.  
 
An interesting comparison between physical health and emotional health was 
made by Participant 6A who noted that, “If your emotional health isn’t good, 
that’s worse.” Emotional wellbeing is of great value for these elders and they 
often associated this with happiness. Participant 6A summarised this view by 
saying, “When someone is healthy, they’re happy.” Many of these ideas are very 
old and may go back to the classical period. Despite this however, they remain 
prominent in the thinking of this community. In addition, as these participants do 
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not have a great deal of formal education, it is more likely that their health 
knowledge that is from Greece and that comes from traditional thinking has not 
been affected much by ideas associated with formal education. 
 
For the immigrant participants in this study, food and its quality was an integral 
aspect of creating and maintaining health. Almost uniformly they said that 
homegrown, homemade dishes and the foods/ingredients that they were raised 
with are healthier, and the use of such items is something they have tried to 
maintain. Participant 2A said, “We didn’t have much in Greece. We would always 
eat legumes and very rarely we would have meat, and this is the reason why we 
were healthier. Because we ate things that were ours, homegrown.” The general 
sentiment was that they were healthier in Greece, and their explanation for this 
was that the nature of their food and the ways in which they consumed it were 
better for them.  Participant 7A explained, “When I was a child in Greece I would 
eat meat once a week and it was fresh. We didn’t have refrigerators. That’s why 
there weren’t so many illnesses.”  The view that eating less meat is healthier is 
interesting because it seems to represent a layering of current health advice about 
reducing consumption of meat in the context of risk of chronic disease. This is an 
idea that most of the participants are aware of, either from their doctors or from 
younger family members who are interested in health and nutrition. In many 
cultures, meat is traditionally expensive and may be eaten only infrequently by 
poorer individuals. Because these participants came from rural areas of Greece 
and were generally not well off, they may not have eaten a great deal of meat in 
their childhood for this reason. Now, though, this experience of their youth has 
become conflated with health advice they have received in older age, such that 
they strongly connect this practice with greater health. 
 
The participants in this study have tried to maintain food choices they associate 
with Greece and their culture of origin.  “As much as I can, I cook what we used 
to cook in Greece,” said Participant 6A.  Participant 5A said, “At our age, 
legumes; I prefer them, but unfortunately the kids don’t like them. We grew up 
with that type of food, and I believe the fact that we have reached this age, that is 
significant.” For these participants, eating traditional foods is seen to be part of 
the reason they have reached old age. For this reason, the foods that they still 
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perceive to be healthier include white bean soup (cannellini beans), lentils, wild 
greens and fish, which they associate with their childhood experience in Greece. 
Many noted that their children and/or grandchildren do not enjoy or make these 
kinds of food and feel that this is not necessarily good. Participant 3A explained, 
“We shouldn’t eat too much meat. We shouldn’t eat meat every day. Young 
people now find it easier to cook meat every day and, when grandmother makes 
white bean soup, they don’t like it.” The fact that they have had to change their 
diet in Australia was notable to the participants in this study, even though they 
have generally tried to maintain their traditional diet. In some cases, they 
acknowledge that the changes they have made reflect aspects of diet considered 
beneficial in Australia. Participant 11A said, “Greek people eat a lot of wild 
greens, a lot of legumes, and the things we know from Greece. Meat without fat is 
what we should have. This is something that we have learnt from here.” The belief 
that meat without fat is healthier was also mentioned by others. This seems to be a 
modern idea, as most traditional cultures like fat, and avoiding this may be an 
aspect of acculturation to the Australian lifestyle that accommodates to the 
demands of living in Australia, their families’ food preferences and what their 
doctors have told them. Participant 1A said, “I try to avoid heavy foods, such as 
moussaka, foods that that we made in the past.”  This reflects what her doctor has 
told her about diet, including that she should not have rich foods. The health 
aspects of food were not consistently understood by these participants, however. 
Some perceived traditional Greek cooking as heavy, as above, while others did 
not. Participant 12A said, “The Greek diet isn’t a heavy diet. We don’t have all 
those spices that others use.” This suggests the subjective nature of experience 
and the ways in which individual perceptions interact with group perceptions 
reflected in culture. Food comments suggested aspects of acculturation and at the 
same time maintenance and an idea of Greek identity as opposed to others. A 
number of the participants commented that they cannot or will not eat food that 
they do not make at home or that does not conform to their ideas of Greek diet. 
They often made value judgments about the quality of such food that seems to be 
based on their impression, rather than objective criteria. Participant 1A said, 
“Things from outside have preservatives. I don’t like them.” Participant 3A 
explained that her daughter makes cheesecake, but she does not. She said, “Our 
diet has changed. It’s changed that we eat these things. I don’t cook Australian 
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food with those sauces.” Participant 12A said, “I don’t like to go to restaurants 
that have other food, like Chinese or Indian. The taste of the food is different to 
Greek food, the food that I was raised with. My children have taken me to 
restaurants. I did not choose to go, and I didn’t like it.”  
 
When asked about food and health, the participants felt that emotional wellbeing 
was more important than diet or, at least, that diet alone was not the determining 
factor in health.  Participant 2A said, “It’s also stress. It’s mainly stress. It’s not 
just the food you eat.” This was supported by Participant 6A, who mentioned that 
she tries to eat well but also believes stress is a factor in health: “Stress is the 
worst, and that’s what kills you. You see people who don’t smoke, they don’t 
drink and they eat healthy, and they die from a heart attack or have cancer and 
those who smoke have nothing.” Several participants felt any food was all right in 
moderation, but Participant 15A said, “If you’re healthy, you can eat anything. If 
you’re unwell, you need to be careful about chocolates, butter, too much meat 
isn’t good”. 
 
For these older women, food serves as a link to Greece. However, their ideas 
about food have been influenced, sometimes considerably, by their experience in 
Australia, especially as might relate to their current health conditions and also to 
the food behaviour of their children and grandchildren. Medical advice they 
receive relating to their current health may also be important in determining their 
food choices. The strong preference for food the participants associate with 
Greece is notable, even though they are willing to change or adapt it for a variety 
of reasons, most notably the taste of the children and grandchildren. While some 
of them do seem to be willing to change their food choices based on medical 
advice, it appears that they strive to adapt their traditional choices as far as 
possible so that they conform to their doctor’s recommendations, especially if 
their children also support this behaviour.  
 
Both formal and informal healthcare are of value for these participants. These 
older participants all had very little education, and they rely and trust in the 
healthcare methods that were used by their mothers and grandmothers in Greece. 
Participant 7A talked about “remedies that were taught to us by our parents, rubs, 
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honey, and chamomile tea.” Participant 14A said, “When I was young in Greece, 
we didn’t have doctors. My parents would use various remedies. I would use 
remedies in Australia with my children but I would also take them to the doctors.” 
Participant 1A said, “There are times that medicine cannot help like a natural 
remedy would.” Nonetheless, the participants stated that they would only use 
home remedies up to a certain point where they were sure they would not hurt the 
patient. Turning to doctors was common, and the participants felt that it was 
“logical” and something they would do as a matter of course: “Naturally [φυσικά] 
I go to the doctor,” said Participant 6A. But they often made use of folk 
treatments at the same time. Participant 10A said, “Obviously, I go to the doctors 
when I’m unwell, but I also use remedies. I would rub my children with 
methylated spirits.”  Participant 3A relies on honey. “I drink mountain tea in the 
evening with honey. I always buy the good honey. It’s natural, from nature. It’s 
blessed in religion. We make candles from it.” The use of honey is a very old 
practice in Greece, whose use is documented since ancient times. Bees also had a 
place in ancient Greek culture Mayor (2000) and beeswax candles are still highly 
prized.  
 
Religion and prayer play a role in health for these participants. They often turn to 
ritual observance before going to doctors. Participant 7A said, “We always make 
the sign of the cross and we pray and when this doesn’t work then we go to the 
doctors.” She then added, “When we pray and then go to the doctor, God will 
guide the doctor.”  Participant 8A said, “Logically, when we are sick, we go to the 
doctor, but we must pray as well.”  Participant 3A explained, “We say first God 
and then the doctor, meaning that God can help and doctors do all they can.” The 
participants felt a great deal of respect for doctors and acknowledged that, while 
they work hard, doctors, too, are only human. Several participants specifically 
noted that doctors can not cure everything and referred to cancer in this context.  
 
These participants felt strongly that their health was dependent on their emotional 
state and that their environment contributes significantly to that condition. 
Participant 2A said, “When you become upset with someone close to you and you 
get angry, and, when you get angry, your head hurts.” Participant 14A noted, “We 
need to be careful. I have diabetes, and, when I’m anxious, my diabetes gets 
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worse.” Participant 11A said, “I’m overweight as I stress.”  The participants were 
also concerned with things in the environment that they felt impacted their health, 
such as pollution, atomic bombs, dust in carpets, cigarettes, alcohol, preservatives 
in food, and the atmosphere. Participant 8A said, “The weather isn’t normal as it 
used to be. It’s the same in Greece.”  
 
Maintaining health has a number of components for these participants that draw 
on their views about diet (both the Greek diet and information obtained from 
doctors and family members), religion, and their tradition. Participant 5A said, 
“I’m careful of the foods that I eat. I don’t eat fatty foods. I eat legumes, wild 
greens, meat, and fish, and, if I don’t have fish, I eat canned tuna. I’m careful, and 
religion, it helps it gives you courage.” Because of their age, several of these 
participants had medical problems for which they were receiving treatment. As a 
result, for a number of them, taking their medication was another aspect of 
maintaining health. Participant 3A said, “I take my medication, as the doctor has 
told me to take them. I’m afraid of a stroke.”  
 
Their connection to Greece and the practices of their ancestors are especially 
important for the participants in this study and contribute to their perception of 
wellbeing. For many of them, their garden is central to this and serves as a symbol 
of their life before coming to Australia. Tears rolled down Participant 11A’s face 
as she explained, “I have a lovely garden with fresh vegetables. I had a garden in 
Greece as well, and our garden is our connection to Greece.”  Participant 10A also 
reminisced and said that her garden reminds her of Greece, where she would 
gather grapes and olives. 
 
For these older women, the garden is a central aspect of their understanding of 
Greek culture, and they rely on certain produce – olives, grapes, tomatoes, 
eggplants, cucumbers, wild greens and zucchini -- in recreating their traditional 
diet. These participants come from a rural background, in the Greek islands as 
well as from mainland Greece. (Some of their places of origin include Samos, 
Thessalia, Kalamata, Kastoria, Crete, Chios and Thessaloniki). The climate in 
Melbourne allows them to grow many of the same plants they knew in Greece and 
to recreate this aspect of their pre-migration life. For these participants, having 
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these home gardens may have eased the impact of migration because it allowed 
them to make their immediate living environment more familiar and consonant 
with their experience and expectations. 
 
4.2 Greek Orthodox Religion, Culture and Health 
 
For the participants in this study, their Greek Orthodox faith is central in their 
understanding of health and they ways in which they approach illness in 
themselves and others. However, they also have very strong beliefs that can be 
described as supernatural that are aligned with their religion but that are outside 
the teachings of the Church. Their religious faith forms the basis for their 
resilience and gives meaning to their experiences. It also defines their actions and 
is often used as a basis for decision-making in the context of health.  
 
The participants in this study believe in God and in His participation in the affairs 
of human beings. While they do believe that God determines what happens to 
them, they do not view illness as a punishment and do not believe that God makes 
people sick. Participant 2A said, “God does not punish.” Participant 7A explained 
further that, “It’s [illness] not a punishment. God allows illness for a reason that 
we don’t know and most definitely it’s for our own good, for the good of our 
soul.” Other participants described illness as a test. Participant 10A put this idea 
in context using a religious metaphor, “Illness is a test from God, not a 
punishment. Everyone has their own cross. God only gives challenges that we can 
overcome. The biggest cross of all was carried by Christ himself.” Participant 16A 
explained another aspect of the relationship between religion and illness, “God 
does not make people sick; we cause illness because we are not careful, and the 
devil makes us believe that God gave us an illness. God gave us knowledge, and 
we know right from wrong.” Participant 4A explained that, if people behave in a 
way that is inappropriate, they get sick. She views illness as a consequence of the 
individual’s actions, not as a result of God’s intervention. She explained, “My 
father would always say, if you step in mud, you are covered in mud. If you live 
life and overdo things, of course you will get sick. But I don’t think it has to do 
with God. It’s your lifestyle.”   
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By contrast, the participants rely on religion as a source of strength and hope in 
times of illness. God, for them, can be turned to when they are in difficulty. 
Participant 8A explained, “He is our father.” Participant 10A echoed this view, “I 
see God and religion as support. This is something I was raised with and brought 
from Greece.” These participants do not feel that religious faith or practice was 
likely to prevent illness by itself however, and they do not see religious people as 
being inherently healthier than others who are less so.  Participant 6A said, “There 
are very religious people who are sick too.”  
 
The participants in this study believe strongly that God can and does help at times 
of illness and that this may take the form of a miracle. Participant 1A and 7A 
stated they have seen miracles in cases of illness that can only be attributed to 
direct intervention from God. At some point, these participants believe that 
medicine may reach the limit of what it can do, and a person’s health will be in 
the hands of God. This allows them to maintain hope, even in very serious 
situations, and is an important element in their resilience. Participant 9A said, 
“My sister is sick, the doctors cannot make her well, and it is in God’s hands, for 
His help, for a miracle.” This view seems to be particularly important in diseases 
which the participants believe cannot be effectively treated by doctors. Participant 
16A said, “Doctors can not cure cancer. In the past, there was TB, and now we 
have cancer. Doctors try to find a cure, but God needs to guide them.” In fact, 
tuberculosis as well as many types of cancer can be cured, but the participants in 
this study do not seem to be aware of this. For this group, the repeated mention of 
these illnesses reflects a traditional perception as well as a symbolic usage of 
these diseases as indicative of matters that must be left to God and addressed by 
demonstrations of faith. 
 
Emotional wellbeing is of great value to these participants and the Greek diaspora 
of Melbourne more generally. Comments made by these participants indicate how 
they conceptualise illness and offer insight into their views about the etiology and 
nature of illness. They reflected that religion is a source of social support for 
them, particularly in times of illness. Participant 5A said, “We need doctors, but 
religion gives us strength. Therefore, religion does good; that’s what I think. Our 
psychological wellbeing sometimes comes from church.” Participant 7A 
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described a religious rationale for illness that illustrates how women of her 
generation might cope with ill health. She said, “The pain that our body feels is 
good for the soul. It cleanses us from illness and sins. The saints, how much did 
they experience? And Christ as well? He warned us, that in this life, we will 
experience sadness and pain but they are temporary. We’re here to be tested.”  
 
While the participants do not feel that religious people were likely to experience 
less illness, they do believe that religious people are emotionally and spiritually 
healthier. Participant 5A said, “They [religious people] are calm and, when people 
are calm, they don’t get sick easily.” Participant 2A said, “You go to church and, 
when you leave, you’re another person. This is what I believe and tell my children 
as well. Church is first above all and the rest comes after.” The participants are 
aware that one of the most important aspects of faith is hope. Participant 11A 
described it as follows: “Similar to when someone is drowning, religion can be 
described as the branch they hold on to for hope. God is hope.”   
 
The participants also view participating in holy rituals/mysteries (sacraments) as 
significant for health. These include the Holy Unction, Holy Communion, use of 
holy water, and confession, along with wearing a cross for protection and prayer. 
Participant 16A said, “When we are both sick and healthy, we should pray, go to 
confession and receive Holy Communion.” Participant 4A said, “If you’re unwell, 
you pray to get well. You know that God is listening to you, a strength there will 
help you.”  
 
Achieving inner peace is of great importance to the participants and is something 
they often hear about from their priest at church. The messages that they hear in 
church or may read in religious books are often more meaningful than other 
sources of information and often seem more valid. Participant 3A said, “When the 
priest makes his speech when we go to church, he says for us to live the right way, 
for us to fast and pray. All this brings us inner peace and happiness. They tell us 
not to get angry, and this calms us down, and, when we are close to God, we’re 
healthier and happier. You feel calmer when you go to church.” Others described 
the Holy Cross as a symbol of the power of faith.  Participant 11A said, “We 
should wear our cross. It protects us.” Participant 13A noted, “Every day, I do my 
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cross and I thank God that I’m well and that my children and grandchildren are 
well. By doing our cross, God protects us and gives us our courage.”  
 
Despite their very strong belief in the formal tenets of their religion, these 
participants also accept the role of fate in the lives of human beings. This may 
contribute to resilience as they tend to worry less about the future because they 
believe that the events of their lives are predetermined and cannot be altered.  
Participant 2A said, “Each individual has their pre-written destiny from birth. On 
the 3rd day, Fate would visit the child.” The reference to Fate visiting a newborn 
child is a very ancient belief thought to even predate the Classical Greek religion. 
For the ancient Greeks, the concept of moira [μοίρα] was seen as the embodiment 
of a person’s life journey and was immutable, being controlled by the three Fates 
or moirai [μοίρα].  The characterisation of fate described by this participant is 
comparable to the belief that existed in in ancient times as part of formal religion 
and has been carried into the present as an element of folklore or folk belief 
(Mayor, 2000). For the ancient Greeks, Clotho, the Spinner, was responsible for a 
child’s birth circumstances; Lachesis, the Allotter, measured out the length of 
people’s lives; and Atropos, the Inevitable, determined the moment and nature of 
a person’s death. The moirai were believed to visit a child on its third night of life 
to determine the course of its life. Even the ancient gods did not have the power to 
change destiny as determined by the three Fates (Fiore, 2001).  
 
Participant 5A told a story that reflects this same ancient belief. She said, “My 
sister passed away when she was three4 days old. It was in the evening. My mum 
would hear crying from the room that my sister was sleeping in. It was like a baby 
was crying, but the baby wasn’t crying. This happened three times. In the 
morning, my mother told this to an older women and a midwife. Do you know 
what they told her? That it was destiny that was crying. That the fate of this child 
is that it will die soon. You cannot avoid destiny.” The story the participant 
related is reminiscent of the elements in the myth of Meleager of Calydonia. In 
this story, Meleager's mother overheard the three Fates talking in the baby's room 
three days after his birth. They said it was a pity that the child would die as soon 
                                                 
4 Three is an important number in Christianity because of the Holy Trinity. 
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as a log in the fireplace at the time had burned up completely. Melager's mother 
ran into the room and put out the log. Since the baby was still alive but the log 
was no longer burning, the Fates had to let him live. His mother hid the log, and 
Meleager became a great hero (see, d'Aulaire and d'Aulaire, 1962) 
 
This belief in fate, and the mention of elements of a folk view that dates back to 
ancient times, is indicative of the importance of tradition to these participants and, 
more broadly, in their culture of origin. In this case, beliefs that predate 
Christianity and, in fact, may predate the ancient Greek religion, are still viewed 
as relevant by these older women. This is perhaps indicative of the very strong 
sense of Greek cultural identity they maintain and the importance of ancient 
elements in contributing to this self-perception. It is likely that the women 
interviewed for this study do not have much knowledge of the ancient beliefs of 
their ancestors; for them, their knowledge of ideas like the three Fates is simply 
part of their upbringing and is not separate from other, later influences, such as 
Christianity. In other words, they are not aware that folk beliefs of this kind derive 
from sources outside the Christian faith they strongly profess and do not have 
much awareness of the nature of the Greek culture in different time periods. 
 
Fasting, in the Greek Orthodox religion, refers to periodic abstinence from certain 
food items in conjunction with religious events. When these participants spoke 
about fasting, they conceptualised it as something that was overall good for 
health, as well as a religious practice and a means of protection. Participant 5A 
said, “Fasting is very good, firstly for our health and let’s leave what they say 
about going to heaven. Fasting is for our health. There is so much you can eat, and 
we shouldn’t worry. Unfortunately young people don’t see this.” The religious 
significance of fasting was expressed by Participant 3A, who said, “Fasting is 
what we do in our religion. We have religion inside us, and we are born with one 
homeland and one religion. We always fast on Holy Celebrations. This is 
something that is neglected by young people but we still maintain this. Fasting is 
good as we know. It cleanses our body.” A folk idea was noted by Participant 9A: 
“If you don’t fast, you cannot understand religious events.”  
 
81 
 
The importance placed on fasting by these participants creates a dilemma for them 
when the practice conflicts with medical advice or when they have been told it 
might interfere with their medication. Participant 13A said, “It’s good to fast 
when you don’t take medication. I cannot fast. I have cholesterol and blood 
pressure and I need to be careful.” Another challenge emerges in the context of 
socialising. Their social networks are very important to these older women, and 
several of them feel that having to fast for religious purposes makes it difficult to 
participate in social events. Participant 11A said, “It can be difficult at times to 
fast, particularly when we have gatherings. Sometimes during the fasting period, I 
cook meat or when I’m invited somewhere I have meat. This even sometimes 
happens in Greece that you eat meat during the fasting period. When you are with 
friends or at gatherings, sometimes you cannot fast.” 
 
The relationship between fasting and health has a number of layers that 
incorporate both traditional and modern aspects. Fasting at specific times of year 
in accordance with the religious calendar is an important aspect of religious 
observance in the Greek community and one that the participants in this study try 
to maintain. However, there are also folk ideas that relate to fasting that connect it 
to physical health, not just spiritual health. In other words, while the recognized 
purpose of fasting in the Greek Church is for spiritual ends, many of these 
participants believe it can improve their physical health as well. This is likely an 
example of the high religious value being extended to other aspects of personal 
experience. At their current stage of life, however, some of the participants have 
health problems that make fasting difficult and others experience conflict because 
of social obligations that they feel are incompatible with the practice.  
 
Despite the reverence for formal religion and their participation in the rituals of 
the church, many of the participants in this study believe in the evil eye [μάτι]. 
The evil eye in Greek tradition dates back to several centuries BC and was 
represented on household and personal items from that period (Elworthy, 2003). 
Traditionally, the ill effect can be removed by the process of xematiasma, which 
involves the secret recitation of a prayer passed down to the healer from an older 
family member of the opposite sex (Lykiardopoulos, 1981). Some of the 
participants said that they had the ability to xematiasi [ξεματιάζω] (take away the 
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spell of the evil eye) or knew others who could do this. Others suggested that this 
was something best managed by a priest or the Church as they perceived it to be 
evil and referred to it as magic. Participant 7A said, “Our religion also believes in 
magic, the evil eye, vaskania. The evil eye and vaskania are the same thing. 
Magic exists. The devil exists. The devil puts ideas in a person’s mind when he 
finds us weak and not close to our faith. Or when someone is too close to their 
faith, he tempts them even more and plays with their mind.” This participant then 
shared a story, which she prefaced by saying that she doesn’t know where the evil 
eye comes from or whether it deliberate or not. However, she explained, “My 
father believed that great admiration could bring harm even to a big rock. There 
was a time that a big rock was admired and it split in two.”  
 
The participants were divided over whether the evil eye could be removed by lay 
people. Participant 9A said that she had this ability: “I believe in the evil eye. It 
could be admiration. I know how to xematiasi. I was taught by someone who was 
very religious. The words that you say are prayers. I receive phone calls. I say 
these words, and it works.” Other participants also felt they had this ability or 
knew people who did. Participant 16A, however, while she believes in the evil 
eye, does not believe that ordinary people can remove the ill effect, and thinks this 
is something that only a priest can do. Others spoke of the cross and evil eye 
jewelry. Participant 6A said, “What I don’t believe in is the evil eye jewelry that 
people wear. When I have my cross on me, that’s the greatest weapon against the 
devil.”  
 
Some of the participants believe in magic and others don’t.  Many spoke about the 
evil eye as magic or seem to feel that anything supernatural is, in fact, magic. 
Some of them were aware that the Greek Orthodox Church accepts certain aspects 
of magic, such as the evil eye, as being a traditional belief of the Greek people. 
However, the Church considers such things to be evil and urges its member not to 
become involved with them (Georges, 1962). This view was expressed by 
Participant 5A; “Magic exists, but personally I don’t want to believe it, because, 
the more you believe in magic, the worse it is, and it can happen to you.”  
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The older participants in this study were asked about traditional health beliefs that 
they knew, that were used on them, and that they still use and recommend. These 
home remedies are felt to have withstood the test of time and are believed by the 
participants in this study to derive from their traditional culture and the specific 
context of Greece. These home remedies are contained in Table 3 (below). 
 
The participants all expressed a view that these traditional remedies for common 
problems were useful and, in many cases, more effective than “modern” 
alternatives. They base this view on what they saw in Greece before coming to 
Australia, what they learned from their own mother, and their own experience 
when they have had to use them. All of the participants stressed the element of 
transmission in that such knowledge had to be handed down from generation to 
generation. Participant 5A recognised the difficulty of relying on intergenerational 
transmission: “A potato, you boil it add some lemon, and it’s good if children 
swallow something, like a button. My mother knew a lot, and we always thought 
that she would never die, and that we would learn them [home remedies] one day, 
just like the children today.”  
 
Table 3 – Traditional remedies and health beliefs known by the Immigrant 
generation participants 
Some general  health  remedies 
“Pimples, glycerine and add some lemon and sugar.” (P1A)  
“For a headache a migraine, they would wrap the head tightly, in a dark place, 
no light.” (P1A) 
 "Methylated spirits  we would rub on the chest, for a cold" (P2A) 
 “Rub downs for an ache, with Vicks. My mum had a remedy, she put kerosene 
chersonese and then cover you with newspaper and it was supposed to help. 
And βεντούζες (cupping). I don't like it, I had it a lot of times when I was 
young, I even had the ones they cut the flesh,  and get the blood, I think it's 
stupid, particularly for little kids. I was only 7, but I remember the pain. I never 
did them to my children.” (P4A) 
 “My husband’s grandmother, she used to, when her blood pressure was up, she 
would put a leech on it to suck up the blood and it would get the blood pressure 
down." (P4A) 
 “I do rubs with methylated spirits, my mother used petrol.”  (P5A) 
“For cholesterol, 175grams lemon, with the peel and 75grams honey, in total 
250 grams, you mix them and it becomes a cream. 1 tablespoon each morning, 
before you eat. You leave the lemon pips, the whole thing.” (P5A) 
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In Greece, she had once stepped on something and her foot became swollen, so 
her grandmother heated an onion and wrapped it around her foot. (P8A) 
For stomach pain, her grandmother would take a tile, heat it, wrap it in a cloth 
and put it on her stomach and the pain would go away. (P8A) 
For a burn, she has been told here to use aloe vera, but uses toothpaste. Her 
sister in Greece told her about the toothpaste and it works. (P8A) 
For a sore throat, gargle with lemon and salt and, when you hurt your leg, put 
onion on it. She had cupping done in Greece, also rubs with methylated spirits 
and petrol. (P10A) 
Fever – “my mother would tell me to change my clothes.” (P13A) 
Stomach pain – “my mother would heat a tile and put on my stomach.” (P13A) 
Plants and Herbs 
“I remember a plant with a red poppy flower, we would have that as tea, when 
we had a cough and we would sleep for 2-3 hours.” (P2A) 
“Mint when you have a stomachache, boil it with mastic [chios] and you drink 
it if it is very bad and you throw up and feel better.” (P4A) 
“Tea for a cold” and “tea is good, chamomile, mountain tea, mint and nettle as 
they cleans the body from toxins” and “nettle was put in food in Greece and it 
also brings down sugar and cholesterol.” (P6A) 
Marjoram for period pain. (P10A) 
Oregano is good for our health. (P12A) 
Mountain tea with honey for a sore throat .(P13A) 
“It’s very good to drink mint.” (P14A) 
Juice from wild greens are very good for health and mint for stomach pain. 
(P15A) 
Fever – mustard seed on a towel with methylated spirits. (P16A) 
Honey 
Honey for a cold, a hot drink, honey can also help with hay fever. (P4A) 
“I would never buy cream, I would make my own. This cream could be used for 
such things as baby rash, sun burn and eczema –honey was used in this cream.” 
(P5A) 
Cough – boil honey and lemon. (P13A) 
Oil 
For an earache, “I put warm oil, the one from church that sits near the icons.” 
(P4A) 
Oil for an ear ache. (P2A and 13A). 
 
The participants in this study do not have an extensive knowledge of traditional 
remedies from Greece, despite their very strong cultural identity and efforts to 
maintain practices and knowledge from their childhood. This is likely because 
they came to Australia as teenagers and experienced many life course events in 
this country, not in Greece. Had they stayed in Greece, it is likely that they would 
have accumulated more traditional knowledge as they experienced the contexts in 
which it was relevant. Instead, these participants have considerable awareness of 
informal health knowledge that is part of the Australian, English-speaking 
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context. For example, several of them mentioned specific products, such as Vicks 
Vapo-Rub, by name. Others were familiar with alternative medical practices, such 
as acupuncture, that are outside the Greek conceptualisation of health but that are 
reasonably well-known in Australia. Nonetheless, the home remedies that are 
known by these participants do contain several elements that figure prominently 
in the health traditions of Greece. Honey, oil, mastic, onions, and various herbs 
and plants are all mentioned in traditional texts going back to the time of 
Hippocrates Kleisiaris et al (2014).  
 
4.3 Cultural Identity, Language and Health 
 
The older participants in this study were anxious that their children and 
grandchildren maintain what they see as the most important elements of Greek 
culture and tradition. They feel that the ability to speak Greek is central to this and 
is integral to identity as a person of Greek background. 
 
The Greece that these immigrants remember and the way of life that they have 
tried to maintain, re-create and hand down to their children and grandchildren is 
of great importance to the older participants in this study. They all feel themselves 
to be Greek, despite having lived in Australia for decades, and would like their 
children and grandchildren to maintain that heritage. Participant 14A said, “I am a 
traditional Greek person and I have tried to maintain the Greek way here in 
Australia. I feel nostalgia for Greece and I tell my children, when I die, I want to 
be buried in Greece, in Greek soil.” Participant 1A listed the things she hopes her 
children will retain:  “I would like them to believe in Christ, the Virgin Mary and 
God, in our religion and culture.” Participants 7A said she hopes her children will, 
“maintain our language and our religion and be close to God.” Participant 8A 
made an effort to achieve this: “My children were part of a dancing group and, 
when they danced traditional dances, I felt pride. I sent them to Greek school to 
learn the language.”  
 
Language is the core of these participants’ sense of identity and one of the most 
important aspects of Greek culture that they hope their children and grandchildren 
will preserve. The ability to use Greek is a strong marker of identity and 
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membership in the Greek community. However, these participants recogniee that 
their grandchildren, in particular, are English speakers, and the use of Greek must 
compete with the use of English which has broad social and structural support in 
Australia. Participant 13A explained, “My husband speaks to the children and 
grandchildren in English because they understand English better, but I don’t. I 
speak to them in Greek and let them work out what I’m saying. I only speak to 
them in Greek so that they can learn the language.” Food and religion were next in 
importance to language for these participants, who often mentioned them together 
with language as the major elements of Greek culture. Participant 12A said, 
“Firstly, the Greek language, our religion, and then the food we eat. It saddens me 
when I see non-Greek food in my children’s refrigerators.”  
 
The older participants in this study were firm in their resolve not to adopt what 
they referred to “the Australian way.” Participant 14A said, “I have maintained 
the Greek way, even after all these years. I have not taken on the Australian way.” 
The participants realised this was possible because of the nature of their 
community in Melbourne. This was described by Participant 2A as follows: “It 
[remaining Greek] was easy because we could speak Greek with other Greek 
people. If there were not so many Greek people, if there was an area with only one 
or two Greek families, then it would be difficult.”  However, the participants were 
also aware that their children’s and grandchildren’s connection to Greece was 
different and more tenuous than their own and that this had an effect on how these 
younger generations felt about themselves and their cultural identity. This seemed 
to center on the fact that only the grandparents had firsthand knowledge of life in 
Greece; when the younger family visited the country, they went as tourists and 
were seen as Australians. Perhaps not surprisingly, the younger generations were 
not as concerned about a Greek way of life and were more thoroughly integrated 
into the Australian mainstream. Participant 3A commented on her children’s lack 
of interest in the Greek way: “Everything is lost now. I just want them to be good 
people and follow God’s path.” 
 
The older women who took part in this study have been in Australia from 39 to 56 
years.  Most of them never mastered English to a high level and generally do not 
use the language in their daily affairs. As the participants themselves noted, this 
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has been possible because of the large and very strong Greek community in 
Melbourne that has served to insulate them from the surrounding, English-
speaking public. Chart 1 below indicates the language of choice reported by these 
older women. 
Chart 1 – Self-reported Use of Greek by Members of the Immigrant Generation 
 
 
 
 
Despite a strong effort to speak only Greek and a very pronounced preference for 
communication in this language, the participants admit to being influenced by the 
English-speaking environment in which they live. Participant 11A said, “I speak 
to my children and grandchildren in Greek. The younger one doesn’t always 
understand me and, by accident, I sometimes speak to them in English, and that’s 
wrong. And they then answer in Greek. I love that, too.” Participant 11A 
explained, “There are times by accident that I speak in English as I have forgotten 
the Greek word. This also happened to me in Greece. I don’t know how this 
happens.”  
 
During the predominately Greek interviews for this study, a number of English 
words were used by the participants. These included terms like “homemade”, 
“anyway”, “alcohol”, “jeans”, “lungs”, “hamburgers”, “chips”, “restaurant”, 
“stress”, “healthy”, “computer”, “children’s hospital”, “mobile”, “bus stop”, 
“drugs”, “cheesecake”, “ice-cream”, “government”, “happy”, “yes”, “cancer”, 
“pollution”, “inflection”, “no hope”, “soy milk”, “very difficult”, and “take it 
easy”. 
 
While the attitude towards language use expressed by these participants is 
influenced by personal factors as well as the nature of the structural environment 
in Australia that facilitates maintenance of community languages in certain 
contexts, it is possible that some of them do, in fact, understand and can use more 
>90% (12/16)
70-90% (3/16)
50-70% (1/16)
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English than they wish to admit. It is the case that the majority of these 
participants routinely rely on their children to interpret for them, but this may be 
recognition of their children’s greater understanding of the Australian context and 
higher level of education.  It is possible that their reluctance to use English is a 
means to try to ensure that their children and or grandchildren speak at least some 
Greek.  
 
The English words that these older women used in the interviews to refer to 
certain items reflect an understanding of the Australian context and also the 
impact of English, even when the speaker did not realise it. For example, 
extremely common words, such as ‘yes’ or ‘anyway,’ have become part of these 
older women’s ordinary vocabulary and reflect conventional conversational 
practices in English. Other terms refer to specific items that they probably only 
ever knew of in Australia, like “hamburger” or “children’s hospital.” In some 
cases, a Greek word exists for the item, but the English refers specifically to the 
Australian context, as in “government” or “bus stop.” In some cases, there is no 
Greek term that coveys the exact feeling of the English (“take it easy”). 
 
4.4 Transmission of health knowledge  
 
The older participants in this study were anxious to convey their health knowledge 
to their children and grandchildren and to have their younger relatives follow their 
advice. This advice tends to center of food and diet choices; religious observance 
and practices, including as a means for dealing with adversity; and maintaining 
the Greek way of life which they see as more advantageous for health. They tend 
to view this process as one way, with information flowing from them, as the older, 
wiser family member, to the younger ones who have less knowledge. Participant 
12A said, “I don’t need my children to tell how to look after my health. They’re 
always telling me to take it easy.”  
 
The participants seem to trust what their mothers, parents, grandparents and other 
elders told them in Greece and rely upon the food and knowledge they were raised 
with to maintain their health. Participant 12A characterised this as follows: “Wild 
greens, meat but not too much, the knowledge I have from Greece as I was raised 
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in the village and everything was fresh and homegrown.” This participant felt that 
this lifestyle was the reason people were very healthy in her childhood and why 
there were fewer illnesses than there are now. While it is likely that, as teenage 
girls, these participants were not aware of the full health status of older people in 
their village in Greece and also that clinical diagnosis of various conditions was 
less common, their perception of Greece as healthier than Australia is very strong, 
and the participants would like to share their knowledge about health with their 
children and grandchildren. Several, however, are reluctant to do so as they felt 
their advice would not be accepted by their younger relatives. 
 
The older participants in this study were generally reluctant to take the health 
advice provided by their daughters and granddaughters but do view information 
from these family members as more reliable than from strangers. The participants 
recognise that their daughters and granddaughters are well-meaning but feel that 
they do not necessarily know how the participant should take care of herself. 
Participant 6A said, “My granddaughter gives me health advice but she is not 
always correct as she always wants to lose weight.” Participant 12A felt her 
daughter’s advice was inappropriate when it concerned religious observance: “My 
daughter tells me that, at my age, I shouldn’t fast, and I tell her that I will fast and, 
if I realise that my health is impacted, I will stop. When I fast, I see no difference 
in my health as I still eat. I’m not on a diet, like the people who diet, and they 
don’t eat and faint.” One participant related how her children and grandchildren 
were always telling her to give up her garden because they were afraid she might 
fall and that her health was more important than her vegetables.  This advice, 
while well-meaning, was also unwanted because the garden was an important link 
to her culture for this participant.   
 
One area where the older participants in this study were willing to accept advice 
from their daughters and granddaughters was in connection with technology 
which, for many of them, has come to be an important source of emotional 
support. Participant 2A said that playing games on her mobile phone helps when 
she is anxious. This was taught to her by her grandchildren. Similarly, many of 
these older women have learned to use iPads, Skype and e-mail from their 
children and grandchildren. Participant 12A said that she has an iPad and keeps in 
90 
 
contact with her brother overseas. She e-mails him 2-3 times a day, which is very 
important to her as a way of maintaining contact with her own generation. She 
said, “My daughter showed me how to use the iPad and, if I have any difficulties, 
I ask my daughter or grandchildren for help. I really like my iPad, and I have the 
other one as well, the one that you see, Skype.” Both Participants 3A and 13A 
said that they have used Skype with their children’s help or else they call Greece 
using phone cards. 
 
4.5 Summary 
 
This chapter presented the finding from the oldest generation participants – the 
immigrants. The chapter was divided into four sections that outlined the themes 
that emerged from interviews with the participants. How health was 
conceptualised by this group was discussed, as well as sources of information they 
use and trust when it comes to health and wellbeing. The significance and 
importance of the Greek Orthodox religion for their health was discussed, as was 
the role of religion for this group as a source of resilience and social support. The 
experiences associated with identity, migration and diaspora were also presented. 
The role the Greek language to their cultural identity was discussed as a part of 
this. Finally, the importance of maintenance and transmission of the Greek way to 
their Australian born descendants was discussed. 
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Chapter 5 
Findings – 1st Generation 
 
 
This chapter reports upon the findings for the first Australian born generation of 
this study. It is the second of three chapters that discuss the findings by 
generation. The findings in this chapter are presented in four sections, (1) health 
knowledge and the conceptualisation of health; (2) Greek Orthodox religion, 
culture and health; (3) cultural identity, language and health; and (4) transmission 
of health knowledge. These sections describe the themes identified for this 
generation. Selected quotes are used in order to convey a sense of the participants’ 
story. As noted in Chapter 3 - Methodology, the 16 women whose understanding 
of health is described in this chapter are the daughters of the older women 
discussed in Chapter 4. As was the case for their mothers, these 16 participants 
were interviewed to give them an opportunity to discuss their understanding of 
health in their own words and to elucidate what they see as the nature of health 
and illness in the context of their cultural background and personal experience. 
Interviews with these participants were conducted mostly in English, as they 
generally felt more comfortable with and were more able to express their thoughts 
and views in the English language. They did change to Greek at times during the 
interview, however, and this code switching is also discussed. 
 
 
5.1 Health knowledge and the conceptualisation of health 
 
This generation’s health knowledge stems from various sources, such as formal 
education/health training and university qualifications, the media, their own 
research, information they obtain from their doctors and family, with their mother, 
in particular, being a major source of information from their childhood. 
Participant 13B noted that her knowledge of health comes, “from what I read and 
from what I see, but also from the grounding I had growing up. We were fed 
actually from a saucepan at primary school, so we were always given good food.” 
Participant 4B explained her health information came, “initially from health 
classes at school and then you see it in your family.” These reflections suggest the 
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significance and importance of the role of family in setting the foundation for 
health at an early age. 
 
Similar to their mothers, the participants of this generation placed great value on 
health.  An interesting example was provided by Participant 2B, who said, “It 
means a lot. You want to see your children grow up and see grandchildren. On my 
priority list, health comes first and everything else comes after that.” Participant 
7B, among others, stressed the importance of being positive and having inner 
peace. “For me, it’s three parts, mind, body and soul. You can have an unhealthy 
body but, if you have a healthy mind and a positive outlook, you can overcome 
the rest,” she said. Participant 11B explained that her aim is, “to look well, to feel 
well and to be happy with yourself, at peace, and be comfortable with yourself.” 
Other participants also emphasized the significance of emotional wellbeing to 
health. Participant 13B said, “[It’s] everything. If you don’t have your health, you 
don’t have quality of life.” However, the participants of this generation all 
described a ‘modern’ outlook that would be shared by most Australians of a 
similar age, where health centers on, as Participant 15B said, “[being] free of 
symptoms, free of pain and to be happy, [having] a sense of wellbeing, happiness, 
looking forward to the day rather than I want to crawl back into bed.” Participant 
16B suggested being healthy was, “to be physically and emotionally well and not 
to have to wake up in the morning and worry about what you are going to eat or 
about being in pain.” Participant 5B expressed a similar sentiment but focused 
more on the physical aspects of health, “Physically first of all, for your body to be 
working at its optimum level, access to health care and the right food.” 
 
When asked to discuss the way people in the Greek community conceptualised 
health, members of the first generation had many of the same views as their 
mothers. They did not, for example, feel that religious people experienced greater 
or lesser risk of illness than others who were not as religious. Participant 11B 
explained, “Religious people are not healthier, as you do see religious people who 
are sick, and I just think its everyone’s cross [to bear].” This generation does 
perceive a strong link between health and illness and their religion, which acts as 
a source of resilience for them in the face of illness. Many of these participants 
worried about cancer, as their mothers did. Participant 5B noted, “A lot [of 
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people] are getting cancer. I don’t know if this happened also when I was younger 
and I didn’t pay attention.” Participant 2B said, “Cancer, I believe that everyone 
has it inside them and something happens. I don’t know what [it is] that triggers it 
off. Many people who are non-smokers, non-drinkers, live a very healthy life and 
they still get cancer.” Thalassemia, elevated cholesterol and diabetes were also of 
concern for this generation. Participant 16B commented on her father’s diet in his 
initial years of migration with reference to this, “Cholesterol and diabetes. When 
my father first came to Australia, he would put slabs of butter on bread. He was 
very poor. They would tell us they would eat a lamb over a weekend and they 
did.”   
 
When it came to signs of health and illness, this generation seems to rely a lot on 
observational signs, such as a healthy weight, appetite, whether a person is, as 
Participant 4B said, “chatty and they look happy.”  Not surprisingly, the 
participants of this generation placed a great deal of emphasis on weight and 
appearance, as portrayed in the mainstream media. Participant 2B, for example, 
said, “[Being] healthy is obviously a nice BMI, not very overweight. Someone 
healthy looks nice and presented, but mentally healthy too, someone exercising 
and eating right. They look good in the face. But you can’t judge everyone, as 
some people are on medication and they put on weight.” This generation’s 
attention to physical appearance and thinness is probably shared by much of the 
Australian population because of the prominence of such ideas in the English 
speaking world and the continuous media discussion about such matters. 
Nonetheless, these participants mentioned emotional wellbeing and happiness as 
indicators of health. Participant 7B said, “I always look at the face. A happy 
person has a glow.” Participant 16B explained that she judged health, “from the 
way they speak if they’re emotionally healthy; I think even if they’re physically 
unhealthy, their positivity will come through.” Participant 1B suggested the signs 
of illness include, “the colour on their face, the look of them, from their face, and 
they have dark spots under their eyes. When they are upset, not happy, they are 
never smiling, always down, sad.” 
 
Almost uniformly, the participants of this generation described the same views of 
food and diet as their mothers and had similar understandings of the role of diet in 
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maintaining health. Participant 1B described a good diet as, “Everything in 
moderation. I think more vegetables and salads instead of fatty foods or just 
carbohydrates. I think a little bit of meat, some veggies, some salad, cereal in the 
morning, something healthy that isn’t fattening, fruit during the day, a little bit of 
everything, some yogurt, a bit of this and a bit of that. A good balance.” This 
participant, as well as others, viewed take away food, greasy food, food high in 
sugar and salt, and premade and processed foods as unhealthy.  Like their 
mothers, these participants seemed to view take away food as outside their 
cultural milieu and something they might have had as a treat as children. Several 
of them appeared to be proud that this distinguished them from others of an 
English-speaking background when they were children. Participant 3B explained, 
“Fast food, growing up, we didn’t have fast food. The only fast food was pizza or 
KFC, once in a blue moon. It wasn’t weekly like the Australians, fish and chips on 
a Friday night. It was mainly KFC when people would come over. It was a treat.” 
Participant 2B said, “Vegetables a lean piece of meat, food that you cook at home 
[is good], as they have no preservatives. Anything that you cook at home can be a 
very healthy meal.” This participant also said, “I look at the label on the food and, 
if it’s from China, I refuse to buy it because of the stories you hear of the 
antibiotics they put in the water and the fish and the way they package things, so I 
refuse to buy anything out of Australia now. I only buy Australian.” The strength 
of this participant’s view of the quality of Australian products is similar to the 
way several of the older generation spoke about Greek food products. These 
participants also expressed a preference for dishes that were handed town to them 
by their mothers. Participant 4B stressed the importance of traditional food, 
“What was cooked and prepared was often healthy wild greens, salad. There was 
always a salad from someone’s garden, if not your own, and everything was 
traditional.” She then added that this is the type of food that she gives her family 
now. Others specifically mentioned that their food preferences came from their 
mothers. Participant 3B said, “Mum would tell me what’s good to eat, vegetables, 
beans, lentils all the things they grew up with from the land. When I was young, 
we ate well because Mum cooked, and that’s what I tell the kids.” The participants 
of this generation felt it was important to make an effort to teach their children 
about food in the same ways they learned from their mothers and hoped their 
children would maintain this traditional type of diet as well.  
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An interesting observation was made by Participant 7B who said, “My mother 
would say, eating is a sign of health, and they still say this. I was told eat more or 
people would think you have a bad marriage. For that generation, being thin 
means you’re not happy. And they don’t let any food get thrown away. Because 
they lived through war and famine, they see food differently to us.” This view, 
while perhaps socially relevant in the past, seems very much at odds with current 
views about food, diet, and weight that predominate in western societies, 
including Australia. The association of such ideas with her mother’s generation 
suggests that this participant may recognise the conflict between the current 
Australian perspective and the traditional Greek one. Differences in perception of 
this kind may impact on food choices among members of the different generations 
and have the potential to create intergenerational conflict. 
 
For the participants of this generation, Greek cooking was an important aspect of 
their personal identity as well as a link to their mothers. Participant 5B said, 
“When I cook Greek food, I feel better. It’s almost like I hear ‘well done, you’re 
maintaining it, you’re cooking Greek meals for your family.’ The migrants 
brought all their traditions and culture from Greece, and it’s like I’m maintaining 
it, keeping it for the migrants. I feel that I’m keeping the Greekness, and my 
children can understand the difference when they go to an Aussie house and to 
Greek.”  
 
The participants did note that cooking Greek meals was often complex and 
required a great deal of time for some dishes. Participant 4B said, “I make the 
basics: soup, roast lamb, pastitsio, and moussaka very rarely because it takes a 
long time and is too complex. Pites not from scratch, tzatziki, beans and, lentils. I 
have taught my daughter as well.” The use of Greek herbs was also mentioned, 
and an interesting reflection was made by Participant 5B: “I use all the Greek 
herbs in my cooking like ρίγανη [oregano]. I can say the word ‘oregano’ [but] 
when I say ρίγανη, the word [English word] just gets stuck.” As was the case for 
several of the participants, certain food items and aspects of cooking were part of 
the Greek conceptualisation such that the English equivalent did not seem relevant 
to them. In other words, they always thought of the Greek term because it was 
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always used in their home when they were growing up and they did not associate 
the English word, which they may have learned later, with their own experience.   
 
Participant 8B also said that she uses Greek herbs in her cooking and highlighted 
the significance of Greek food and, in particular, her mother’s cooking for her 
children. She explained, “The kids like Greek food and, when we travel and we 
have been away for a while, they say ‘we need some of grandmother’s food’.” 
Participant 10B mentioned that she, too, cooks a lot of Greek food that she has 
learnt from her mother, however, she cooks other dishes as well that she has 
introduced to her parents. She explained, “I also cook Asian dishes for my 
parents; Mum is interested in different foods and likes what I make.” This is an 
indication of the ways these participants, who were born in Australia and are 
integrated into the English-speaking mainstream, have been an acculturating 
influence on their parents and sometimes, as in this participant’s case, may 
encourage them to experience aspects of the non-Greek culture around them. 
 
The way in which the Greek Orthodox religion views food has also influenced 
these participants’ views. Participant 7B said, “All foods are healthy. They are 
blessed by God.” Honey and oil were mentioned by Participant 2B as items that 
could potentially protect or improve health. She explained, “I believe in you 
having manuka honey. A tablespoon a day [and] you could live to 100. And I 
believe pure olive oil is very good for you, [but] not as much as fruit and 
vegetables.” While the importance of honey in health in Greek culture goes back 
to ancient times, it is interesting that this participant specifically mentioned 
manuka honey, which is found only in Australia and New Zealand.  This suggests 
that her belief in the value of honey likely came from traditional Greek culture 
through her parents and community, but the practice of consuming honey was 
adapted by the immigrant generation to the Australian context. It is the case that 
manuka honey is highly prized in Australia in general, a view which seems to 
have been adopted by the Greek community here as well.  
 
Participant 15B stressed that “a healthy diet can prevent illness,” while Participant 
10B specifically mentioned the Mediterranean diet in this context. The 
Mediterranean diet has been discussed heavily in the media as potentially 
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benefitting some types of chronic disease. Many aspects of it are represented in 
the traditional Greek diet as well. For these participants, the term “Mediterranean 
diet” seems to be something new that they know about from the media and other 
sources. They tend not to connect it with the ideas about food and health that they 
learned from their parents. These traditional views of food and eating hold value 
for them because they are traditional, not, for example, because they are 
consistent with the Mediterranean diet as promoted by the media and some health 
professionals. Instead, the way many of these participants view food is closely 
aligned with their perceptions of personal identity. One participant even refers to 
and talks about “the Australians” as a group of which she is not part. This 
perception almost certainly comes from her parents and more represents their 
experience than her own. 
 
Both formal and informal health care was of great value to participants of this 
generation. All of the participants had at least a high school education, while 
several were university educated.  Some had post-graduate qualifications and /or 
have worked or continue to be employed in the healthcare sector. Despite obvious 
familiarity with health ideas that are common among English-speakers in 
Australia, many continued to rely on home remedies for minor ailments and 
trusted the cures they learned from their mothers. Participant 2B said, “For little 
things, I try a home remedy, but, for something as serious as asthma, you need 
Ventolin and medication. When it comes to something serious, I rely on 
medicine.” Participant 3B explained, “Mum would take me to the doctor but 
would also use remedies. I still use remedies and I have told the kids some. [For] 
something minor, I would try a remedy but, for something serious, to the doctor.” 
Participant 11B noted, “We generally go to the doctor. At times, we may have 
soup or tea for a cold. This is how I was raised.” Participant 10B also mentioned 
that, while she does go to the doctor, she also uses vitamins and herbs. “I believe 
in alternative medicine and I like to pursue more natural remedies if I can,” she 
said. 
 
These participants also spoke of doctors and generally felt, as Participant 11B did, 
that, “Doctors are only human and can only do the best they can.” Echoing the 
older generation’s concern over cancer, Participant 2B said, “Doctors can’t treat 
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everything. If they could, they would not let us get cancer.”  This outlook reflects 
the view of the older generation and indicates that these participants have modest 
expectations for medicine in the case of serious illness. By contrast, they all feel 
religion plays a more significant role in these situations. 
 
Like their mothers, these participants saw a strong connection between religious 
faith and illness. Participant 14B stressed the ability of God over humans, saying, 
“Doctors even say ‘now it’s in God’s hands.’ There is only so much that doctors 
can do.” Several participants distinguished between physical and mental illness. 
Participant 6B said, “Doctors cannot treat diseases of the soul, like possession by 
the devil or mental illness like depression or schizophrenia. Going to church, 
praying would help. Medicine is just a bandage. It just covers it up.” Participant 
7B explained, “We do go to doctors. However, we also turn to the Church for 
help, so, yes, we have the responsibility to go to doctors. They are given to us by 
God, but, after that all we can do is pray. We have the Holy Unction service or we 
go to the priest to get blessed. Holy Confession, that really helps and Holy 
Communion. We draw on these for our strength as well. And things like the flu, I 
trust that we have been made appropriately, our body, and leave this to nature. For 
petty things, I don’t knock on the doctor’s door. I use things like tea and lemon if 
they have the flu. Mum has told me to use herbs from the garden, basil and mint.” 
 
Like their mothers, these participants were worried about pollution and repeated 
some of the ideas the older generation also expressed. Participant 1B said, 
“Pollution, that is the main thing, the things they put in our food, preservatives, 
the hormones that they grow in our meat and whatever we eat in our vegetables. I 
mean I remember the little grapes that we used to get and now they are the size of 
your thumb. So you can tell that things have changed. Tomatoes don’t taste the 
same as they used to when we were young. Everything is, you know, so 
processed.” Others were concerned about the impact of environmental change and 
the presence of microwaves, radiation, and mobile phones. While generally 
unaware of the nature of these effects, several participants noted that the disease 
landscape seemed to have changed over their lifetime.  Participant 13B said, 
“Cancer wasn’t that bad back then.” Participant 2B asked, “Why didn’t they have 
asthma back then? There wasn’t depression back then. There was no anxiety, no 
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autistic kids. I can’t understand what’s happened now; I think it’s the food we eat 
and our environment.” Views like these exist throughout the English-speaking 
community as well, and non-scientific writings online and in other sources often 
discuss the assumed impact of environmental change associated with technology 
that was expressed by some of these participants. As noted, the older participants 
share some of these views as well. There is some indication that they have 
become familiar with such ideas through the Greek language media they have 
access to, while the younger participants tend to use the English language media, 
which is the likely source of this information. 
 
The participants in this study were interested in staying healthy and noted the 
importance of exercise and eating habits in this effort.  However, they also relied 
on religious observation and practice as a source of stamina and emotional 
strength. Participant 4B said, “I try to walk and do jogging. I try to eat healthy and 
keep away from junk food and I think that spiritual health is important. I feel if 
I’m way down with things, reading spiritual things help. I try to read the Bible. I 
go to the Orthodox website, and there are podcasts and blogs, and they give you 
another view on life, about saints to people’s journeys to orthodoxy. This is an 
American site. I notice in myself if I haven’t prayed. Praying is important. If I 
haven’t fasted in a while, I feel that I need to.” The activities listed by this 
participant are very similar to the measures taken by the older participants to build 
personal resilience. This function of religion for this community appears to be 
central to its members’ strategy for coping and self-management and is not limited 
only to the older generation with firsthand experience of life in Greece. 
 
These participants also commented on home gardens and fresh produce and the 
importance of for on health and wellbeing.  They spoke of their childhood 
memories and how they were raised and reminisced about their parent’s gardens. 
Several of them, as adults, still enjoy vegetables and herbs from their parent’s 
gardens. Others said that they now have their own gardens. Participant 4B said, 
“We have a garden, and I think the kids like to have the tomatoes and cucumbers, 
and we often get them from the grandparents as well and the advice about the 
garden.” These participants were aware of the importance a garden had for their 
parents and connected the ability to produce their own vegetables with their 
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parents’ early life in Greece. Participant 6B said, “Growing up, my parents always 
had homegrown, the veggie garden, what they had in Greece. What they could 
bring from their village they did.” The importance of maintaining this connection 
was felt by the participants of the first Australian generation, who shared many of 
the views expressed by their mothers. For them, the home vegetable garden 
remains an important symbol of their cultural origin that they feel identifies them 
as members of the Greek community. 
 
5.2 Greek Orthodox Religion, Culture and Health 
 
The participants of the middle generation expressed a very clear relationship 
between religion, health, and human experience. Their views reflect those of their 
mothers and further elucidate the perspective of religion as the basis for health as 
well as an etiology for illness that they have been taught is part of their belief 
system. Referring to God, Participant 2B said, “He has given you a life and He 
can take your life. I believe that it has all been set out for us.” When asked about 
the purpose of illness, these participants suggested that it might be a message from 
God or a lesson for the person involved. Participant 6B said, “It’s out of love, to 
make us better, for us or others around us.” This participant also added, “There 
are reasons for everything, and illness could be a lesson, [but] not necessarily a 
lesson for the person who is ill. It could be for those around them. This is what I 
tell my children when they ask me why God allows for children to be sick. And 
His reasons we may not understand, but God does not make mistakes.” Participant 
5B explained, “God may use people to show His message when people do get 
sick. Because, in our religion, we know that nothing will happen if God does not 
allow it to happen, it may be a test. Everything happens for a reason, even disease. 
Sometimes you look at someone with a particular illness and you think they 
needed that in order to ground them. They may not have respect for fellow people, 
and I know that’s a harsh thing”. 
 
An interesting comment was made by Participant 7B who suggested illness may 
have benefit for the person affected. She said, “Sometimes it [illness] can be a 
blessing as it helps us understand that we are only mortal.” She them paraphrased 
a statement attributed to Saint Peter who said “cast your problems on the Lord”. 
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This participant went on, “Every time I have been through a difficult situation, I 
have been able to get through it with these thoughts. Christ says ‘give me your 
problems and I will take care of them.’ We need to call on Christ, the Virgin Mary 
and our saints for help. We have someone there. All we need to do is ask for 
help.” The view described by this participant outlines the traditional approach to 
illness in the Greek community. It is based on basic principles of religious faith 
that underlie many aspects of their religious practice and shows the intersection of 
theological tenets and people’s lived experience. This specific religious 
orientation is an aspect of identity among the participants in this study and, to 
them, represents a characteristic shared by people of Greek background that may 
be difference from the religious understanding of people from other traditions. 
 
Participant 15B noted how this religious grounding can interact with what we 
know about physiology and health in the modern context. She said, “No, God 
does not make people sick, if you think about how our biological system works. 
But that is interesting because the belief in God can influence the way you think, 
positively or not, and that can influence your health.” Several participants 
indicated that religious observance was not enough to maintain health or avoid 
illness but did agree that religious faith could help during times of illness or in any 
kind of difficulty. They tend to think of God in the traditional form of a father 
who is there to support them. Participant 11B said, “I do honestly believe that God 
does protect us. God is in your home. He is in your heart. He is positive.”  
 
The participants of this generation spoke of free will and the role that choices 
people make may play in health. They had a strong view of personal responsibility 
for health and very much reflected views that are widespread in the English-
speaking community. Specifically, all the participants felt that individual 
behaviour, that represents a personal choice, might give rise to illness. Participant 
16B said, “Ultimately we make choices. If I have diabetes, it’s not because God 
gave me diabetes. God allows that disease to happen but He didn’t give it to me; I 
gave it to myself.” Participant 10B described a common dilemma relating to the 
difficulty of reconciling evidence-based health information and observable 
outcomes. She said, “I don’t know what makes people sick. Sometimes you make 
a link to risk factors, and sometimes things make absolutely no sense.”  
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Like their mothers, the participants of the middle generation tend to turn to 
religion to deal with health problems as well as to try to find meaning in adverse 
events. Overwhelmingly, they rely on the practices they learned as children and 
that represent the traditions of the Greek Orthodox Church. Participant 1B said, 
“If I’m not feeling well or I have something that cannot be cured. I go to church to 
feel better, by going to church and praying and doing what I have to. What I think 
and feel will be the right thing is to go to church and just sit there and take it all 
in.” The importance of prayer was explained by Participant 4B, who said, “We 
can pray, and miracles do happen. But we are never given more than we can 
handle. I haven’t experienced a miracle, but you do hear of them and I have read 
that, when you pray to God, miracles happen, through God, the Virgin Mary and 
our saints.” Participant 7B said, “Miracles do happen when it comes to health, 
blindness, people got their sight back with the power of God. Every time Jesus 
healed someone He would say ‘your faith has made you well’.”  Participant 9B 
referred to the hope for the future that religious faith contains. She said, “There is 
prayer. When GP’s cannot help us, we turn to God and ask for His help, and this 
gives people hope.” Participant 2B commented on the need to accept one’s lot and 
deal with it in the best possible way. She said, “I believe that, when you get sick, 
you should never ask why, why me? It’s wrong. You should never question it 
because it’s something that you’ve got now. That’s it”.  
 
Like their mothers, these participants see religion and faith as a means of comfort 
and support. They expect that religious practice as well as the interpretation of 
human experience it provides will help them deal with adversity, and this is a 
powerful source of personal resilience. Participant 4B said, “If you’ve got your 
faith in God, that can help you deal with things, like depression. I believe it’s a 
very helpful way to manage things, to help you cope with what your lot is, so 
overall it may improve your health, not just physical health, emotional and also 
mental. Religion helps you adapt. You have people who pray with you. There are 
a lot of services, blessings, holy water, that can help the person, not necessarily 
heal them. It could give them spiritual strength.” The rituals of the Church are 
seen by the participants of this generation as offering continuity and a culturally 
tested means for coping. As is the case for other aspects of life, the participants 
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tend to view the specific practices of the Greek Orthodox Church as intertwined 
with non-religious cultural practices characteristics of the Greek community. 
Participant 16B explained, “We have the service of the Holy Unction that is 
specific for health, for emotional and physical health. Olive oil is used in that, and 
we know from ancient times until today, olive oil has healing qualities so that is 
why it is used, and the flour used in Holy Unction we can make into a πρόσφορο 
[offering bread that is taken to church].” Participant 5B spoke of the importance 
of her children being part of the Church and said, “It's important for me, for my 
children, to receive Holy Communion regularly, because we live in a society that 
puts a lot of pressure on us, and I believe, if you have your roots in spirituality, 
which I believe orthodoxy really has, it grounds them. It gives them something, a 
strength, a foundation.” Participant 13B said that she tells her children that Jesus 
Christ is always with them and that they always have extra support. [Ο 
Χριστούλης είναι πάντα μαζί σου]. 
The participants of this generation were born and raised in Australia and have 
been a part of the English-speaking mainstream throughout their life. It is perhaps 
not surprising that they have internalised certain elements of the larger Australian 
mainstream that diverge from traditional beliefs within the Greek community. 
One such element of the traditional Greek religious interpretation expressed by 
their mothers that is at odds with the prevailing view among English speakers is 
the concept of fate and destiny. Several of the participants understood the 
traditional view of fate but accepted it to different degrees.  Participant 6B said, “I 
believe in fate, what has been written. For me church is somewhere I’m getting 
nourishment and it keeps me going, its strength.” This participant stated that she 
knows about destiny from her parents but also believes that there are many paths a 
person may take and that the individual is free to make choices. She went on, 
“Our destiny may be to have a certain disease, but along the way we make choices 
to eat healthy, smoke.” Participant 8B paraphrased a proverb that goes back to the 
ancient Greek dramatists, saying, “I think God helps those who help themselves.” 
She further explained that she believes somewhat in fate but also that, “We have 
control of ourselves. For example, you drink and drive and have an accident, that 
isn’t fate to me. We have choices, not to drive under the influence. I believe there 
is some fate but we need to contribute to our good health and what we want to 
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achieve.” Participant 2B, by contrast, expressed a more traditional view, saying, 
“In the first 40 days [of life], it has been written. Your destiny has been written. 
Your destiny has been read to you. Your whole future has been read to you.” 
Participant 13B mentioned another traditional idea about fate, saying, “I believe in 
what is written [γραμμένο] or your candle [καντήλι] that has been lit, to a certain 
extent [μοίρα] your fate, what is written is written, what is there is there.” The 
concept of moira [μοίρα] is ancient and goes back to before the classical era in 
Greece. The term means ‘share; lot’ and refers to the fate allotted to each person. 
To Homer, Moira was the personification of fate and uses the metaphor of 
spinning to convey her power over people’s live Dietrich (1967). Later Greeks 
viewed the Moirae, or three sisters named Clotho, Lachesis, and Atropos, as 
determining the events of a person’s life Kirkwood (1959). 
 
Several participants, however, reject the traditional view of fate and destiny. 
Participant 9B said, “No, we control our destiny, and it’s only because of our 
actions that we get sick. If we eat unhealthy foods, get overweight and become 
sick, have a heart disease, diabetes we can’t blame God.” Participant 16B 
suggested that, “My life is predestined in a sense, but not in the sense I cannot do 
anything about it. I have a choice [in] what I do. I believe I have free will.” These 
participants hold a view more compatible with the modern interpretation of 
disease etiology that is widespread in Australia and is promoted in the English-
language media as well as through formal education. To them, this understanding 
of the human experience seems to be more relevant than the traditional view that 
derives from Greek cultural history. 
 
Abstaining from various foods (referred to as ‘fasting’ by members of the Greek 
community in Melbourne) is associated with certain events in the religious 
calendar. The participants of the first Australian generation had a variety of 
perceptions associated with this practice. Some saw it as beneficial, like 
Participant 13B who said, “Fasting gives our body and mind a clean.” Participant 
2B explained, “We do it fairly regularly, with lent periods. We try to fast on 
Wednesdays and Fridays. I never used to enjoy fasting, but I do now, because I 
know I’m going to have a meat free day, and that’s better for you and I think this 
is a good protective thing.” However, other participants thought that fasting might 
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be detrimental to health, especially for older people, such as their own mothers. 
Participant 10B said, “The Greek Orthodox fasting is interesting. My mother fasts 
regularly, and I think this has caused her some health issues in the past and this 
has certainly caused her iron levels to deplete because she fasts and does not eat 
red meat. So with fasting you need to look at your personal health circumstances. 
I think there is a place for it.” Several participants had shared their concerns with 
their mother but felt the older generation often did not pay attention to such 
warnings. Participant 12B said, “I have spoken to my mum about this. During the 
recent fast period, my mum was recovering from an operation. My sister and I 
told her not to [fast] because her body needs all the nutrients. She was looking at 
us like, ‘talk and I will do what I want.’ She’s not stupid, just religious. They’re 
fixed in their ways. They think, ‘this is something I have been doing all my life 
and my mother did it’.” This conflict between generations illustrates the 
difference in perception between the older women, whose understanding of 
religious practices leaves little room for accommodation to personal situations 
such as poor health, and that of their daughters, who often feel it is necessary to 
strike a balance between religious obligations and more practical concerns. The 
daughters in this case, having had wider exposure to ideas and practices from 
outside the Greek community, seem to have a broader base of experience from 
which to make decisions about health-related behaviour. Their mothers, by 
contrast, derive much of the information they use for making comparable 
decisions from within the Greek tradition they have maintained and practiced 
since childhood. 
 
The effects of this wider exposure outside the Greek community are also 
observable in the way the participants of the first Australian generation choose 
food during fasting periods. Participant 16B explained, “Technically, fasting 
should be good for our health, but we don’t do it as we should. If we stuck to 
eating legumes, vegetables and beans, then yes, but often we try to get the easy 
way out and we focus more on pasta and a sauce, toast, and even there we try to 
find short cuts. Like there is vegan feta cheese, and my mother shakes her head 
and says, ‘You either have the cheese or you don’t have the cheese. You’re better 
off having the proper cheese than vegan’.”   
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Nonetheless, some of the participants felt very strongly about the spiritual benefits 
of fasting to both physical and emotional wellbeing. Participant 16B said, 
“Fasting’s main purpose is, if we are able to control our eating, then it will help us 
control other aspects of our emotional wellbeing in the sense, if we learn to say 
‘no’ to food, then we can teach ourselves to say ‘no’ to lying and cheating, to help 
us with our spiritual health as well.” Fasting was a form of discipline for others. 
Participant 7B said, “Fasting is one of the spiritual weapons we have. It helps 
strengthen us, and I see it does. It gives you more clarity of mind, and I will hold 
on to it as long as I can, until my body says otherwise, because we need to listen 
to our bodies. And the same with my children, they fast according to their 
strength. Also you cannot force anything; you introduce it and explain the reasons 
why.  Fasting helps with discipline and the ability to say ‘no’ to things and also 
helps you remember the poor and to be more grateful in life and it’s supposed to 
give you spiritual clarity.” 
 
Participant 5B explained the purpose of fasting, saying, “There is the spiritual 
aspect, what I think [is] fasting was brought on back then, [in] our parents’ 
homeland, possibly because they were poor. So when religion brought on this 
fasting that, I think this is sensational. It allows the body to clean itself. So you’re 
not only cleansing yourself physically, you’re also cleansing yourself spiritually. 
And once you’re in the fasting mode, there is a plethora of foods out there, and we 
do forget because it's easy to cook a steak. The fasting foods do take some time 
and, for a young child, they are difficult for the palate to accept as well. What I 
see [is] that, as I'm aging, I'm accepting them more than what I did younger. The 
change has been that I have seen the significance of healthy eating. We fast in our 
family but not as much as we should. Fasting is important; however, it's difficult 
for the children, especially eliminating dairy. For example, from when the 
children were christened, I would take them to church on Sunday for Holy 
Communion [Θεία Κοινωνία], but when they turned 10, I said to them if they 
want Holy Communion [Θεία Κοινωνία], they had to fast a few days before as a 
preparation.” Like several others, this participant feels strongly that the traditions 
of the Greek community are important enough to be passed on to future 
generations, and it is this tradition that is the salient aspect of the practice, more 
than the religious significance. In other words, in the case of fasting, for example, 
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the fact that this is an element of cultural identity and customary behaviour is 
equally significant to the religious meaning of the action. 
 
The participants also noted that the significance of customary practices like 
fasting was different in Australia than they had been in Greece for their parents as 
well as at the present time. Participant 8B said, “Living in Australia, we only fast 
the week leading up to Easter. The people in Greece work shorter days, have days 
off, and can celebrate things better.” This participant felt that, if she was in 
Greece, she would fast more, because, “There you would feel it more as a festive 
religious event because, at religious times, they change their working times based 
around the celebration and attending church services.” This reflection is a 
comment on the fact that the Greek community in Australia is a minority of the 
population as a whole whose religious practices are somewhat different, in nature 
as well as timing, from the rest of the public. Whether this participant’s 
assumptions about Greece are true or not, her statement suggests the difficulty of 
observing religious customs when they are not supported by the structures of 
society. 
 
All of the participants of this generation were aware of the supernatural or 
magical aspects of their religion. They did not all practice or believe in these 
ideas, but all had views on the supernatural and understood such beliefs, 
especially the evil eye, to be very old and a part of their culture. Participant 13B 
said, “I do believe in it. I know people don’t. Either you believe it or not, but I do. 
It’s not always a bad thing. It could be admiration. I have felt that I had the evil 
eye [μάτι] and I know the difference from just being unwell and I know how to -
[ξεματιάζω] (take away the spell of the evil eye). It was taught through my mum 
to my uncle to me.” Participant 1B also mentioned that she had experienced the 
evil eye, saying, “I remember, and I will never forget, my dad used to carry me to 
the car. So it [the effect] was quite strong, and there was another time that I 
remember, we had gone to a couple of parties and I had got a temperature and I 
threw up. It was like I had flu symptoms, aching bones. My grandmother would 
do it [the ritual to remove the evil eye] three times before I felt better, and then I 
was fine. It was very strange, and I now do it to the kids, and my kids always say, 
‘Mum, I’m not feeling well. Can you do it for me?’ and sometimes I do it without 
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them knowing and sometimes with them knowing.” Participant 2B said that she 
has told her children to ring their grandmother straight away when they are unwell 
and to ask her to xematiasi them. Other participants also said that they believe in 
the evil eye but feel it must be dealt with by the Church. As Participant 4B put it, 
“Not any old person can xematiasi. You should go to a priest.”  
 
The participants spoke of various superstitions such as dropping oil into water to 
take away the evil eye and evil eye jewellery that people wear for protection. 
However, some believe that the evil eye is just a superstition and that it is all in 
the mind.  Despite this, several participants felt that a cross was more effective 
that the evil eye jewellery. Participant 16B said, “When my daughter was a baby, 
I did not put a mataki [ματάκι] on her. I put a cross because the cross is power. If 
your child is unsettled, the way I understand vaskania (the spell of the evil eye), 
[it] is envy, pure envy. When you are jealous of someone else’s happiness, 
someone else’s joy, we often say that about a baby. My spiritual Father would 
say, ‘Say Our Father three times and the child’s name at the end of it once,’ and 
you don’t say anything else or do any other tricks. I don’t believe the superstitious 
part but I believe in vaskania.” The understanding of several participants that the 
evil eye exists and might be dangerous but can only properly be dealt with by 
religious ritual or practice, as opposed to a method not grounded in Christianity, 
may reflect the change in culture that occurred in the course of Greek history. The 
evil eye was widely known in the ancient world and long preceded Christianity in 
Greece (Dickie, 1991; Dundes, 1981). For this reason, it is likely that the current 
understanding and practice relating to this idea includes elements of Christianity 
as well as earlier influences and varies from person to person, perhaps depending 
on their ancestral origin in Greece and the nature of their family customs and 
beliefs. 
 
The participants of this generation grew up hearing stories about the evil eye and 
how dangerous, or even fatal, it can be.  Participant 10B recalled a story told to 
her by her parents. She said, “Mum tells a story of a younger sister she had whose 
skull cracked open, she says spontaneously, no accident or nothing. A girl who 
was marvelled at by people and on a particular day something happened, I don’t 
know what. She crawled into bed not feeling well and they found her with her 
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skull cracked.  I don’t know what that was but they put it down to the evil eye 
[μάτι]. Even my dad said stories of a tree that split in two right in front of their 
eyes when someone marvelled it.” Others connected the evil eye to mental health 
conditions and the devil. Participant 4B said, “You wonder why the voices that 
people hear who have psychiatric problems, why are they always evil?” 
Participant 5B said, “The evil eye [μάτι] can even be when someone is possessed 
by the devil and an exorcism is needed. My mother would always say that a 
person should not xematiasi because it takes the myrrh [μύρο] off the person from 
when they are baptised, I’m not sure who, but it takes religion away from 
someone, either the person who had been impacted or the person who is 
xematisaing.” Several participants denied the existence of magic, but allowed for 
a supernatural dimension in human life. Participant 16B explained, “The devil has 
succeeded to hide himself in our society. I don’t believe in magic [μάγιά]. I 
believe the devil exists. I believe in evil because evil does exist, but I don’t 
believe in magic and that someone can put a spell on me and it’s all over. The 
devil however can do bad.” Participant 2B said, “Like when a relationship goes 
bad and the lady is playing up, you hear they have done magic on her. I don't 
believe this. These are stories I have heard. Only one person can do magic. That's 
the man up above and that's not bad magic, not magic to us. He has control over 
us.”  Whether these participants believe in the evil eye or other forms of magic, 
their comments indicate the presence of belief in the supernatural in the Greek 
community. The fact that ideas about how the evil eye works and what can be 
done to address it are known by these participants and have been told to them by 
their parents or other older people suggest that they still have a place in people’s 
understanding of their experience. This traditional explanation of certain kinds of 
events seems to exist alongside alternate aetiologies, namely those grounded in 
religion and, for this generation, those that derive from more evidence-based 
approaches. Within this community, then, it is possible to observe parallel, and 
potentially conflicting, interpretations with different conceptual bases that might 
influence health behaviour and choices. 
 
For the participants of this middle generation, this situation can result in a conflict 
of ideas, and some of them have consciously tried to reject aspects of tradition 
that they feel are no longer appropriate. Participant 7B explained, “The mati, yes, 
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it exists. We believe if we receive Communion and participate in the Church life 
[it won’t affect us]. We certainly don’t mix the oil and do that prayer that’s 
against the Church. What [we] were encouraged to do is say the Lord’s Prayer 
[Πάτερ ημών] three times, if we are affected by it and that’s it. My mother still 
does the oil, and I tell her off. We’re not allowed to do it, and I know we’re not 
allowed to. I would go straight to a priest and they read a blessing, and we always 
have oil from the Holy Unction [ευχέλαιο], and you can cross a person with [it].”  
Like several others, this participant separates religion, which she sees as relevant 
in all times, and superstition, which is not appropriate in the modern context, even 
though her mother accepts certain rituals that are traditional but outside of the 
formal religious context.  
 
 Like their mothers, the participants of this generation were aware of certain folk 
remedies that have been handed down to deal with a range of health problems. 
Participant 3B said, “Once my sister had sprained her ankle and my grandmother 
[Γιαγιά], she made up her own thing that she knew from Greece, with onions 
[κρεμμύδι], and my sister had her foot wrapped in this onion. They have their own 
things because they couldn't go to the doctors or things were not invented then.” 
Other participants stressed they use these home remedies because they work and 
cause no harm. Participant 6B explained, “I still use remedies that Mum has told 
me. When the kids have a cough, we would cut up onion and put sugar, in a mug, 
slices of onion. It works until today. Cover it with Glad Wrap. In the morning, it 
would be syrup, and that syrup, I would give it with a spoon, and it would help. 
And for sunburn, yogurt. I still use these, and I tell my children and they laugh. 
When things work out, you put trust in them.” Other home remedies known by the 
participants of this generation are contained in Table 4. 
 Table 4 – Traditional remedies and health beliefs known by the first generation 
participants 
Some general health remedies 
“When it comes to an upset stomach, I use the good old mentholated spirits 
with the wash cloth. It works wonders.”(P1B) 
“I’ve even gargled brandy for a sore throat.” (P2B) 
“For the cold we try to rest, have chamomile, lemon juice, sometimes a drop of 
whiskey in the chamomile if it's really bad. My mum would get Metho on a 
towel, or a man’s hankie and wrap it around our necks, it was to help with the 
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throat and it did make you feel, I don't know warmer. I do the cupping as well.” 
(P4B) 
 “I have tried the 50 cent piece on their head with brown paper, when they have 
bumped their head or their elbows, not to bruise, and it works.” (P13B) 
“A bit of a rub with petrol when I had a cold, but it had to be pure.” (P16B) 
Plants and Herbs 
“If you cut yourself and have a splinter, if you crush garlic and olive oil and 
wrap it overnight, by morning, the splinter came out on itself, [το τραβάει], it 
pulls it out.” (P2B) 
“Of course, when you get sick the chamomile [χαμομήλι] and mountain tea 
[τσάι του βουνού]”. Her mother had told her about these teas. “Growing up, we 
always had chamomile [χαμομήλι]. It's so ingrained that I can't drink it unless 
I'm sick, because it reminds me of being sick.” (P4B) 
“I have mint in my garden, and I use it for upset stomach.” (P5B) 
“I remember my grandfather doing bandages with salt and onions. That was for 
everything.” (P7B) 
 Honey 
Sore throat, tablespoon of honey. (P2B) 
“I would make chamomile tea and I always put honey in the tea, from the 
grandparents, they have a bee hive.” (P6B) 
Oil 
“If you can’t go to the toilet, have a tablespoon of oil.” (P2B) 
“Holy Unction [Ευχέλαιο] you can use if you’re not feeling well. I always have 
Holy Unction and cross their foreheads if they’re not feeling well.” (P4B) 
 
 
5.3 Cultural Identity, Language and Health 
 
Like their mothers, the participants of the first Australian generation felt that the 
maintenance of their Greek identity is of great importance and something they 
have invested in for their children. Participant 3B said, “Yes it’s important 
because it’s who you are. You’re born here but you’re Greek and you want to put 
it into your kids.” Other participants stressed the specific elements of Greek life 
that they felt it was important to maintain, such as religion, language, food and 
culture. Participant 5B described the dilemma she faced, saying, “It’s my identity. 
It’s who I am, and I want to pass it on to my children because I know, with every 
generation, you lose quite a lot of it and more if they marry outside of the culture, 
which I’m hoping doesn’t happen. We’re sounding a lot like our parents. I want 
my children to marry Greek Orthodox.” Similarly, Participant 6B said, “Being 
Greek and the Greek religion is who we are. We can relate to one another, the 
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language, culture, and belief system. It will be difficult to maintain in the future. 
The language will be hard to maintain. The family value won’t be lost, like when 
you go to someone’s house you don’t go empty handed. A lot of this the kids will 
do as they were shown. They will become more Australian, but there are things 
that will remain.”  
 
Despite being born in Australia, their Greek identity is very important to these 
participants and describes how they see themselves. Many said that they tend to 
‘feel Greek’ or at least think of themselves as being from a ‘Greek Australian’ 
background.  Like the older members of their family, they seem to prefer to 
behave in way they consider to be Greek, which also corresponds to the way they 
were raised. For several of them, this means that they generally choose to 
associate with people from the same cultural background. Participant 5B said, 
“My friends base is 95% Greek. I don’t venture out too much, out of my culture. 
Not that I don’t want to, I just can’t assimilate. I don’t identify with anything 
outside the Greek culture.” Participant 10B said, “Most of my close friends are 
Greek. I don’t know how this happened. We find each other. We gravitate towards 
each other. It’s not deliberate.” These comments, and others like them, highlight 
the difference between individual perception and what appear to be more 
objective measures of cultural affiliation. To these participants, they are part of a 
distinct community with its own ways and traditions, which, in their case, are also 
associated with the use of the Greek language and membership in the Greek 
Orthodox Church. However, these participants admit that they speak mostly 
English, are comfortable within the mainstream culture of English-speaking 
Australia, and participate in the same kinds of institutions (such as education and 
work) as the population in general. Their Greekness, as they perceive it, can be 
seen as a ‘hidden identity’ that may be invisible to people from outside their 
cultural group. 
 
Despite having been born in Australia and having lived there all their lives, these 
participants felt that knowing where their parents came from and maintaining 
some kind of connection to that region gave them a sense of belonging to the 
larger Greek community. Participant 10B explained, “You hear about Greece all 
your life. That’s your heritage, your culture.” However, their understanding of 
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what Greece is like tends to be based on their parents’ (selective) memories and 
the stories they chose to tell them. They often center on the beauty of the country 
and its history but also the poverty their parents experienced and the problems 
they faced after the Second World War. As a result, these participants tended to 
view Greece in a positive light, reflecting their parents’ views, and also healthier 
than Australia. Participant 7B said, “My mum’s generation is stronger than us. 
They’re physically built better. They can just go, go, go and carry big loads.” 
Participant 6B noted, “There were a lot less allergies then. I put it down to 
everything we use, products, skincare, shampoo. Allergies did not exist. When I 
ask my mum, she would say, ‘there weren’t any.’ Now every second person has 
hay fever.”  
 
Many of the participants had visited Greece and had found that their expectations 
did not match the reality of what they experienced. In some cases, they seemed 
not to be consciously aware that the Greece their parents had told them about was 
the Greece of decades before, and, living in Australia, they and their parents were 
not fully aware of the changes that had taken place in that country as a result of 
developments in the second half of the 20th century and the impact of participation 
in the modern European economy. Greece, as a country, had changed, and so had 
the people there. Participant 4B explained, “The village was described, but it 
wasn’t the same. They now have TV and indoor toilets. [They don’t; do things] 
the way we do things, that my mother and grandmother have told me, do your 
cross before you eat and the celebrations. They don’t make the same effort we do, 
but you still see it there, because the celebrations are still celebrations.” 
Participant 9B realised, “They [her parents] remember an old Greece.” Despite the 
difference between reality and their expectations, these participants’ experiences 
of Greece seem to be positive, and most feel that they like the Greek lifestyle. 
Some of them believe that they ‘belong’ in Greece. Participant 15B said, “There is 
something about Greece that pulls us. I don’t know what it is. Is it our blood, the 
soil?” Participant 15B said, “There is a connection with Greece, and my kids are 
now connected and identify with being Greek.”  
 
Ability to speak Greek is central to these participants’ sense of identity. Most of 
them attended Greek school as children. At the time, they report that they did not 
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like it, but, as adults, they recognise that it was a valuable experience and are 
sending their own children to Greek school now. Participant 15B said, “I’m glad I 
went to Greek school and my children went to Greek school to keep the language 
going.” Participant 16B explained, “With my daughter, the one thing we told her 
was that Greek school was not negotiable.” The language exposure they received 
in the family context and in Greek school is seen by these participants as a central 
factor in their sense of being Greek. Many of them report using Greek on a regular 
basis, especially with their parents where their interaction is 80-90% Greek. In 
their own homes, the participants of this generation mostly speak English, and 
their children tend to be much more fluent in English.   
 
The interviews with the participants of the first Australian generation were 
conducted in English, although certain Greek words and phrases were used by the 
participants to express specific concepts associated with tradition, culture and 
religion. These terms included τσάι του βουνού [mountain tea], πρόσφορο 
[offering bread], Παναγία [Virgin Mary], Θεία Κοινωνία [Holy Communion], 
ρίγανη [oregano], Μύρο [myrrh], νηστεία [fasting], θείο [uncle], Θεός [God], 
αίμα [blood], κατσαρόλα [saucepan], Πάτερ ημών [Lord's Prayer], μέλη [honey], 
κήπος [garden], Σταυρός [cross], βαλίτσα [suitcase], δυόσμος [mint] , and 
Μεγάλη Παρασκευή [Good Friday]. 
These terms are those that are most intimately associated with specifically Greek 
cultural practices for which there is often no exact English equivalent. Even if a 
term with the appropriate meaning does exist, English words are often neutral for 
these participants because the context they are describing is one where Greek is 
appropriately used, such as a holiday celebrated with family or a traditional 
practice carried out in the home by their mother who speaks Greek. This is the 
expected sociolinguistic usage, as described by Fishman (1972) and others. Some 
of the participants were aware of the emotional and contextual content of certain 
Greek expressions and terms. Participants 6B explained, “In English, it doesn’t 
have the same meaning.” Participant 3B further described ability in Greek as an 
aspect of identity that allowed her to separate herself from people of different 
backgrounds. She said, “We tend to switch to Greek when we go out and don’t 
want others to understand us.” 
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5.4 Transmission of health knowledge  
 
The participants of the first Australian generation feel they have a good 
understanding of their mothers’ health ideas but also that they possess more 
modern, up to date information that comes from their formal education or from 
English language sources, such as the media, that they have access to but their 
parents do not. While several of them accept that their mother’s generation has 
some relevant knowledge and practices, they generally feel that their own health 
knowledge will offer superior outcomes. They have tried to convey this to their 
mothers especially; as their parents age and begin to experience health problems 
associated with this stage of life, the participant’s feel modern health 
understanding has more benefit in overall health as well as for chronic illness. 
Participant 8B explained, “I’m giving her [her mother] more technical, up to date 
information, from studies, from education or information I hear.” Other 
participants tried to convince their mothers not to fast, as they were concerned 
about their now elderly mothers’ nutrition and dietary requirements. These 
participants often felt that their mothers did not listen to them and were so set in 
their ways that they would not change their behavior, regardless of the potential 
benefit. The participants tend to view certain traditional practices, such as using 
magic spells to remove the evil eye or the tendency of older family members to 
accept magic as an explanation for unexpected illness or death, as simply 
superstition or an ‘old way’ brought from Greece that no longer fits the modern 
context in which they live. For some of the participants, the conflict between these 
traditional practices and formal religion was of concern and they would prefer 
their mothers not use such rituals. However, the participants of this generation 
generally did not see the emotional value such traditional practices had for their 
mothers and did not recognise them as aspects of the older generation’s resilience 
in coping with unanticipated events and the uncertainty inherent in living. They 
also tended not to appreciate the difficulty their mothers would have in 
abandoning these traditions and seem to be unaware that such beliefs have been 
replaced in their own conceptualisation by ideas that serve the same purpose that 
derive from the English-speaking mainstream of Australia. 
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Despite this, the participants of this generation do recognise the intention of their 
mothers in trying to teach them about Greek ways and customs and see value in 
certain aspects of these traditions, especially those that relate to formal religious 
practice, traditional remedies for minor health problems, and particularly the value 
of language. They hope to teach these same aspects of Greek culture to their own 
children and that their children will maintain them. As much as these participants 
trust information they obtained through formal education, advice from healthcare 
professionals, and even the media and other sources, they also trust certain aspects 
of the traditions their mothers taught them. 
 
Participant 5B explained this, saying, “We put trust in Mum’s remedies. She also 
tells me of a plant that’s good for health. She has it in her garden. I don’t know the 
name. I trust it because it’s Mum and what she gives to us and to others works. 
She is there, she is the one who organises things for us, she is the matriarch. I do 
want to learn how to make Mum’s cream and the name of the plant. It’s just that 
Mum has been doing everything for us for so long and it’s not until the time 
passes, their getting old and slowly, slowly things get lost.” This participant, and a 
number of others, is clearly aware of the changes to the Australian Greek 
community that may come about when the original immigrant generation is gone.  
 
They recognise that these older people who were born in Greece are the drivers of 
many cultural practices and that their own ability to continue certain traditions is 
limited because their knowledge about Greek and Greek ways is less than that of 
their parents (however, their knowledge and understanding of the Australian 
context is far greater). It is this sentiment that motivates them to try to ensure that 
their children feel they are Greek and have at least some access to the culture 
through language, religion, and way of life.  
 
5.5 Summary 
This chapter discussed the findings from the middle generation – the first 
generation born in Australia. The findings were presented in four sections that 
correspond to the themes that emerged from participant interviews. The 
conceptualisation of health for this generation was discussed, and shows how their 
elders (members of the immigrant generation) have shaped and influenced how 
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they view health, illness and wellbeing. In addition, a clear shift was observable in 
their overall conceptualisation of health and wellbeing that has been influenced by 
the Australian context as well as formal education. The significance and central 
role of the Greek Orthodox religion was similar to what was observed among the 
older generation, and these participants echoed many of their mother’s beliefs. 
They, too, felt that their religion provides them with support and acts as a source 
of resilience. For this generation, their identity was complex and often presented 
challenges or conflicts within their own thinking. The use of the Greek language 
was central to this, and the participants were very aware of the changing nature of 
the community language context. 
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Chapter 6 
Findings – 2nd Generation 
 
 
This chapter reports upon the findings for the 2nd generation of this study. It is the 
third and final of three chapters that discuss the findings by generation. The 
findings in this chapter are presented in four sections, (1) health knowledge and 
the conceptualisation of health; (2) Greek Orthodox religion, culture and health; 
(3) cultural identity, language and health; and (4) transmission of health 
knowledge. As for the immigrant and first generation participants, these sections 
reflect the dominant themes identified for this generation. Selected quotes are 
presented to give an indication of how the participant’s expressed their ideas. As 
described in Chapter 3 - Methodology, 16 second generation young women of 
Greek background who were born in Australia were interviewed about their 
understanding of health and what they view the nature of health and illness to be 
in the context of their cultural background and personal experience. Interviews 
with these participants were conducted in English, as they are native speakers of 
English and do not have the ability to discuss complex topics or engage in 
extended interaction in Greek. 
 
 
6.1 Health knowledge and the conceptualization of health 
 
The participants of this generation were all young women between 16 and 18 
years of age who were either in their final year of high school or at university. 
Their formal health knowledge reflects their education and what they were taught 
at school. However, emotional wellbeing and happiness were also seen as 
significant to health by this generation, which mirrors the ideas explained by their 
mothers and grandmothers. On this topic, Participant 4C said, “If you’re healthy, 
then I think it means that you don’t have disease and you’re fit and you’re able to 
perform everyday tasks without a problem and also you’re happy.” Participant 
11C said, “To be happy is number one. Personally, I don’t think being healthy is 
what you eat, it’s what you do with your life, if you’re happy as a person, then 
you’re healthy overall.” Some of the young women noted where this view had 
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come from.  Participant 15C explained, “Happiness is a big part of being healthy. 
That’s what my parents have taught me.” Participant 5C said, “It’s what I have 
been brought up to do, and I learnt it through school, and it’s just an 
accommodation of the two.” 
 
This generation was also influenced by observable characteristics whose 
significance was influenced by the media and environment in which they live. 
Participant 4C said, “Healthy I immediately think of people that are fit and go for 
runs.” Participant 6C said, “[Healthy people are] lean, and I would also say 
friendly and outgoing because that’s your social health and people being able to 
communicate well.” Participant 7C noted, “If someone isn’t happy, that’s an 
indicator that they’re not healthy and the way that they think, whether they’re 
positive or not.” Their observations about what might indicate that a person is 
unhealthy were also similar. Participant 1C said, “If someone is sick, they would 
probable behave differently to their healthy self. For instance, if you know 
someone who is healthy and then they go sick, you would realise it in their mood 
and appearance.” Participant 3C said, “Their behaviour would change; they would 
be less motivated.” Many participants cited changes to appearance, including 
being pale, looking run down and being overweight, as indications of poor health. 
From such comments, it is apparent that their perceptions are influenced by 
formal education and the media, as well as their family, and reflect views often 
associated with teenagers. Interestingly, however, a number of participants spoke 
about cancer in terms similar to those used by their mothers and grandmothers. 
These young women mentioned cancer when they spoke about illness in general 
and also identified as especially relevant to members of the Greek community. 
Participant 5C said, “Lately, I see a lot of Greek people with cancer so I think 
cancer is a major thing with Greeks.” Participant 8C said, “A lot of Greek people 
have lung cancer because heaps of Greek people smoke.” Others also said that 
they are aware that people of Greek background often have high blood pressure, 
high cholesterol, thalassemia, and diabetes and weight issues. These statements 
sound like things they may have heard from their mothers and grandmothers, but 
these young women also agree that people of Greek background have the same 
risk of illness as people from other backgrounds. 
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Food figured prominently in the young women’s views on health. This was 
similar to their mothers and grandmothers as well but also reflected the current 
focus on weight and appearance in Australian society. Participant 5C said, 
“Healthy food [includes] vegetables definitely, home cooked meals, I think, more 
than brought stuff. It depends where you go, but generally what you make at home 
and using fresh ingredients.” The idea of ‘Everything in moderation’ was echoed 
by many of these young women. Participant 16C explained that all foods are 
acceptable in moderation and noted that her belief in this might have come from 
her Greek background. She added, “That’s what the Ancient Greek would say.” 
These young women did not have views about food that were as strong or as 
definite as those of their mothers and grandmothers. This may be because of their 
age and because they are not the ones responsible for cooking for a family. It 
would be interesting to observe whether and how their views develop as they 
move into adulthood. In relation to the specific relationship between diet and 
health, Participant 6C, perhaps repeating something she had heard her mother say, 
explained, “I’m a big believer that most things can be cured by healthy eating or 
that a healthy diet can prevent most things, rather than medication. I’m one of 
those.”  
 
For these participants, food represents a link to their family and, in particular, 
their grandmothers. This included reminiscing about cooking with their 
grandmother. Participant 5C said, “We always make πίτες [Greek pies] together. I 
make the φύλλο [filo] from scratch, roll it out and do the little cuts the way she 
[grandmother] does it.” Participant 4C also noted how important it was to learn to 
cook Greek food and mentioned the offering bread that is taken to church. She 
said, “I haven't made one for ages, but it's good because sometimes I think all the 
people that make πρόσφορο [offering breads] are old so, what happens when there 
is no one to make πρόσφορο [offering bread]?” This was something her 
grandmother had taught her to make. Learning to cook was seen as a form of 
cultural maintenance by these young women, not least because of the time spent 
with their mothers and grandmothers. Participant 6C said, “I need to learn to cook 
Greek. The good thing is that my mum knows a lot from my grandmother, but it’s 
like every generation we lose a piece of culture, I think.” She continued, “It’s 
important for me to maintain the Greek culture, and I’m genuinely someone who 
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worries about losing it. All that is needed is effort. I could sit here with my 
grandmother every week and learn to cook all the Greek meals.”   
 
The second generation participants had absorbed specific ideas about individual 
food items from their family, and, in this, reflected the views held by the older 
generations. However, they were often able to expand on their mothers’ and 
grandmothers’ interpretation based on their own experience and understanding of 
the context. An interesting example of this related to the value of honey as an 
element of diet with health benefits. Participant 2C said, “Honey cures a lot of 
things. When I’m sick, I take Manuka honey. Dad gives it to me, like have a 
spoonful, please.” Participant 5C said, “Honey is a healthier alternative to Nutella 
or something. We have always had honey growing up. It’s just there and we use 
it.” Participant 6C said, “I eat a lot of natural honey from my grandfather’s bees. I 
love it, and I have it every morning. It adds flavour and it’s supposed to be good 
for you. Honey, they say, is the only food in the whole world that never expires. 
They found honey in the Egyptian pyramids, inside.” 
 
The second generation participants were also aware of their family’s views on 
what food is unhealthy and often connected these ideas directly to their mother or 
grandmother. Participant 3C said, “Γιαγιά [grandmother] doesn’t like it when we 
have fast food. She would say, “why didn’t you come to me, and I will cook you 
something.” Participant 7C said, “My grandmother doesn’t believe in take away 
food. Even when I was in Greece with them [her grandparents], they never wanted 
to go out for dinner. They would just cook every day, even though we were on 
holidays.” Participant 6C said, “Processed food is bad for our health, all the 
chemicals. Why are our apples so big now? Apples from the tree are smaller 
compared to the ones from the supermarket. The growth hormones, they didn’t 
have that, and that’s the reason why we have more illnesses today that we didn’t 
have then in my grandmother’s time. [The] best example [is] my grandmother 
grew up working in a tobacco farm. There tobacco was all natural. It wasn’t 
addictive. It was still bad for your lungs, but not that bad, and there weren’t all 
those chemicals. It was not addictive; you only smoked it because it was a pass 
thing, a social thing. Now cigarettes are one of the worst things you can put in 
your body.” The explanation clearly reflects things the participant has been told 
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directly, possibly by her grandmother, or things she heard being discussed by 
older relatives. The comparison of past and present fruit is probably not 
something she could be aware of through her own observation, and her 
grandmother’s experience was certainly related to her as it occurred before she 
was born.  
 
Several participants have adopted their grandmother’s nostalgic view of Greece 
that derives from the grandmother’s early memories. This idealised view was 
often expressed by these young participants in relation to food, just as their 
mothers and grandmothers did. Participant 1C, for example, said that souvlaki 
tasted better in Greece and explained this by adding, “I think it's the atmosphere 
and because, like the cattle here, they have all these hormones, and it just makes a 
difference because there, they just eat grass and then they get like get killed for 
our meat, and it’s like more organic because they are just eating grass - if you see 
a cow in Greece compared to a cow here, a cow here, it's like it's on steroids.” 
This explanation reflects a common concern often carried in the media and in 
popular health information about food additives and growth hormones in meat 
that this participant may have seen herself or learned of from her mother that has 
been combined with her grandmother’s comparison of food in the past in Greece 
with food in Australia in the present. The first part of this perception reflects a 
common concern in Australia (the major supermarkets, for example, use 
hormone-free beef as a selling point for their products), while the second may be a 
culturally determined metaphor used by older people, like this participant’s 
grandmother, to express their perception of change over time. 
 
Names of food and a limited number of terms relating to cooking were among the 
Greek used by the second generation participants. Examples included: κοτόσουπα 
[chicken soup], χόρτα [wild greens], πρόσφορο [offering bread], πίτες [Greek 
pies], φύλλο [filo pastry] and κουραμπιέδες [short bread]. As was the case for 
their mother’s, the Greek terms carried an additional emotional content not 
present for them in the English equivalent which was neutral. In other words, 
these participants used Greek terms to refer to specific items of cultural or familial 
importance that relate directly to the Greek-Australian experience. The English 
equivalents, by contrast, were used to refer to generic versions of the items that 
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the participants might use in talking broadly about food and eating in situations 
that did not relate to the Greek community.  
 
As young people who have been educated in the Australian school system, these 
young women had a great deal of health knowledge that came directly from the 
formal context and that represented a view that is generally accepted in Australia. 
Nonetheless, their acceptance of formal health care was tempered by a distinction 
between conditions that could be addressed in this way as opposed to conditions 
that might require other means. Participant 2C said, “It depends what kind of 
illness. If it’s something that is needed to be fixed by a doctor, then obviously I 
would go to a doctor, but if it’s something that had to do with me, if I’m upset or 
something, I would either go and talk to Mum or Dad and then I would go to 
church, a place to calm me down.” Several participants said they would try to treat 
any illness themselves before going to the doctor. Participant 5C said, “I try to do 
anything here at home before I go to the doctor.” Participant 8C explained, “Mum 
gives us vitamin C tablets, and I drink orange juice to prevent a cold.” Participant 
11C noted, “Medicine cannot fix everything in life.” A similar perception was 
expressed by participant 1C, “My grandmother, I think, had problems with her 
breasts, and I don’t know if she got treated or not, but I don’t think she did. Some 
illnesses just go away with the strength of your body.” Participant 6C stated that 
there are certain things that doctors can not treat, giving possession by the devil 
and the evil eye as examples. She felt folk knowledge was more effective in these 
cases, saying: “I think illness is one thing and can be treated medically, but 
possession by the devil is caused by evil spirits. Just like there are good spirits out 
there, we have to also acknowledge that there are bad spirits out there. You don’t 
want to acknowledge them too much because you don’t want to give them too 
much worth. In other words, I would not live my day to day life being afraid of 
possession or jealously, [but] it is good to be aware of it. But you won’t believe it 
until you see it. I have had people tell me that I look nice and through the 
jealously and the conspiracy of the μάτι [evil eye] as you would know, I would 
feel absolutely sick, I mean pale in a matter of 10 minutes. I would go to my 
grandmother’s house, and she would read her prayer on me and, within another 
half an hour, I’m back to normal. This is something a doctor cannot treat.” Other 
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participants related similar beliefs that are deeply rooted in Greek folk culture and 
reflect a culturally determined perspective on illness. 
 
The second generation participants also reflected on what they do to stay healthy 
which conformed to what might be expected among young people of their age and 
upbringing. Participant 1C exercises and eats small meals throughout the day to 
stay healthy. She said, “I love veggies. I always have salad, and a sweet here and 
there doesn’t hurt.” Participant 11C said, “I try to make sure that I’m happy. If 
I’m not happy, I don’t feel healthy, I don’t look healthy. If I am at a good place, 
that’s how I know that I’m not healthy.” Others also mentioned how the 
environment can and does impact on their health. This was similar to the ideas of 
their mothers and grandmothers and included the effects of pollution. However, 
this generation also had more current concerns, such as social media, being 
bullied over the internet, magazines and the media, and the ideal body image. 
They also accepted the benefits creating a personal environment conducive to 
health can have for emotional wellbeing and social connectedness. This often 
related to having a garden, with some of the participants saying they would like to 
have their own garden like their grandparents. They felt that this was also a way 
of maintaining Greek culture. Participant 12C said, “My grandparents always had 
a massive garden with fresh fruit and vegetables. I think a garden for them is just 
what they had in Greece. From what I have seen, a garden is a way to keep our 
Greek tradition alive, and I want my own garden.” Participant 13C said, “My 
grandfather’s garden is pretty much his life. He loves us but his garden is his 
child. Every morning, the first thing he will do is get his cup of coffee, not 
Nescafe, the Greek coffee, and he would walk around his κήπος [garden] and he 
will sit there and take care of it. He lets the chickens out. He is a lot happier when 
he is with his garden, and my grandmother likes bragging to her friends when they 
want to come and pick something from her garden and they ask her, ‘can we come 
and pick some σέλινο [celery]’ and she would say, ‘yes, come, we have heaps it’s 
from our κήπος [garden].’” Participant 16C said, “My grandmother has her own 
garden. For my grandmother, because she did live in a village and she was 
surrounded by green and her own garden and animals, she doesn’t have animals 
here, but it reminds her of Greece and what she had, and she has always had a 
massive garden and, even when mum was young, and it keeps her busy and she 
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has her tomatoes, her flowers, the σύκα [figs]. I think it keeps her busy, and she 
looks after her garden. A garden is her emotional and physical health. A lot of the 
grannies talk about their garden, and it’s conversation. We, too, have a garden. 
and I would definitely like to have a garden.” 
 
Like their older relatives, these participants knew of some traditional remedies 
and health beliefs that they had learned from their grandparents, parent or other 
members of their family. Participant 6C, for example, explained a home remedy 
that was later related by her mother, who had learned it from her own mother. 
Participant 6C said, “There are some home remedies that we will use. My 
grandmother would cut up an onion and she would put it in a cup. She would put a 
bit of honey and a teaspoon of sugar, leave it overnight in the fridge so in the 
morning it has produced a cold juice. It’s sweet but it still tastes like onion, and 
you drink it, and it makes your sore throat go away. I have done this heaps of 
times and its soothing because of the honey. It’s like having a teaspoon of honey.” 
Other participants also indicated that they will continue to practice the home 
remedies they know from their mother or grandmother because they seem to 
work. Participant 6C said, “I believe in some of these for small things. They 
cannot hurt.” Participant 5C said, “[If we got] hit by something, my yiayia 
(Γιαγιά) [grandmother] would get unsalted butter to stop the bruising or swelling. 
Definitely I use it. I now do it to my brothers.” Some of these younger participants 
had learned various home remedies from other relatives in Greece whom they had 
visited. Participant 7C said, “In Greece, I had problems with my stomach, and my 
aunty gave me a pear to eat. It got better, so I guess it helped. This is something I 
would probably try here.” 
 
Whether or not the home remedies worked, many participants discussed the trust 
they placed in their grandmother’s experience and judgment. More than that, 
however, these participants frequently recounted the love and care they 
experienced within their family. Illustrating this, Participant 11C said, “As a kid, I 
would hurt myself all the time. I fell off the bench and I bust open my gum and I 
was bleeding and I had to go to the hospital. The first thing that yiayia (Γιαγιά) 
[grandmother] does is run to the fridge and grab ice in a tea towel and put in on 
my face. Homemade ice packs, and she would always do this thing. She would 
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wear big jackets and she would wrap me in her jacket and just leave me in there. It 
was like protection from the outside world.” 
 
Table 5 – Some remedies know to the second generation participants. 
Some general health remedies 
“For stomach cramps, Mum gives me a towel and puts methylated spirits on it, 
and I put it on my tummy and, after a half an hour, it's gone, the pain.” (P1C) 
“Ouzo, to gargle ouzo when feeing unwell, your throat, like Listerine.” (P2C) 
“Once my brother got stung by a bee, and I think yiayia (Γιαγιά) [grandmother] 
put vinegar on it - I don't know why.” (P3C) 
“I don't remember what it's called in English, but Mum called in the kompresa 
(κομπρέσα) [compress]. It was a dish cloth in alcohol if you had a sore tummy.” 
(P4C) 
“They would put natural Greek yogurt to fill out their hair. You put natural 
Greek yogurt in your hair, you leave it in as a treatment and it fills your hair 
out. It’s for hair loss. My grandmother from heavy stress lost her hair overnight. 
The yogurt, my uncles, they all do it, Greek natural yogurt in their hair.” (P6C) 
“Vinegar for mosquito bites, that’s from my grandmother.” (P10C) 
“Butter on burns.” (P16C) 
Plants and Herbs 
“My grandfather eats raw ginger as a preventative for getting sick. I'm pretty 
sure he gets this from watching the Greek channel.” (P4C) 
 Honey 
“If you had a really bad sore throat, my grandfather does this thing were you get 
a little bit of whiskey and honey and, I think, lemon, and he would gargle it.” 
(P4C) 
“I always have χαμομήλι (chamomile tea) with honey; honey has a lot of 
healing qualities to it. You always have Manuka honey when you feel sick.” 
P5C 
“Sore tummy – mountain tea or chamomile tea.” (P16C) 
Oil 
Has used the oil from the Holy Unction on her wrist when she was experiencing 
pain, and this is something that she will use in the future (P16C) 
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6.2 Greek Orthodox Religion, Culture and Health 
 
The second generation participants viewed God and health as being closely 
related. Their views were similar to those of their mothers and grandmothers and 
reflected things that had absorbed in the context of their family or from being a 
member of the Greek Orthodox community. Uniformly, these participants stated 
that illness was not a punishment from God but allowed that it could be a lesson. 
Participant 6C said, “I never look at illness as a form of a punishment. Everything 
happens for a reason. When babies die, that’s sad for the parents, but it could be a 
lesson for someone else. God isn’t punishing that baby, but that could be a lesson 
to someone else.” Other participants saw illness as a challenge. Participant 11C 
said, “[Illness is a challenge] for our inner self and how much we are able to deal 
with. I always used to think that I wasn’t a strong person and I was challenged 
with stuff in life and I now know that I am way more.” She mentioned that this 
belief and way of thinking came from her grandmother. Participant 11C went on, 
“She [grandmother] has always been on the outside, like nice and soft and fluffy, 
and on the inside, like rock, and through everything she has been through, that’s 
definitely where I get strength.” 
 
The young participants in this study held the same religiously-based views on the 
origin of disease that their mothers and grandmothers did. This is likely to be 
attributable to the fact that they grew up in the Greek-Australian community 
where such views are generally held by most individuals. The participants 
strongly believed that “everything happens for a reason,” a view also expressed by 
their elders. Participant 9C elaborated as follows: “It’s just predetermined and just 
the way things are meant to be.” Participant 15C said, “God does not make people 
sick. Scientifically, that does not make sense to me. The choices we make in life is 
what determines that.” These young women were divided on the issue of fate, 
luck and destiny. Participant 13 said, “What I have been taught is, in our religion, 
everything happens for a reason and they happen from God.” By contrast, 
participant 7C said, “I don’t believe in fate as we can also make decisions.” 
However, reflecting what may be a general concern about cancer in the Greek 
community, several of the participants mentioned this disease in discussing God’s 
role in health and illness. Participant 1C said, “When someone has cancer, it could 
128 
 
be in their genes but it could have started ages ago. God may have given it to a 
certain person and put it in their genes and decides when it will appear.” 
Participant 4C said, “If someone contracts a disease somehow, and God lets that 
go ahead for some reason, but He doesn’t say ‘you’re going to get cancer’.” 
Participant 15C noted, “If someone gets lung cancer at the age of 60, it’s not God; 
it’s because they smoked.”  
 
The value these participants felt from their religious beliefs and background was 
notable. Participant 9C said, “Prayer is something that can help you when you feel 
helpless and that no one else can help you apart from God. By praying it ignites 
hope in your heart.”  Participant 16C said, “Prayer offers support and having 
something, a prayer or a saint that you pray to, is very supportive.”  Participant 9C 
noted the connection between religious belief and formal and informal health care, 
saying, “We generally go to the doctor, but I also pray for my grandmother who is 
unwell. I pray because I am religious and I try to connect to God. Prayer gives you 
comfort, and I always do my cross before I go to bed. My parents taught me this, 
and my grandmother and grandfather, because I come from a religious 
background”. Participant 11C saw religious belief as a form of personal 
protection: “I always carry an icon with me when I travel for protection and my 
book of prayers with me.”  This participant then explained, “I went through a 
stage a couple of years back and I would always pray every night. I would go to 
church every so often. I would sit down and let everything out. Church has 
definitely made me stronger.” This generation also spoke of miracles that relate to 
health. Participant 16C said, “Miracles do happen. If you pray, there is a higher 
power above doctors.” Participant 2C said, “I think if someone can believe in 
something, yeah, then it can happen.” Participant 4C said, “Even in the Gospel, I 
think there was a blind man, and they asked Jesus, ‘Is he blind because he sinned 
or because his parents sinned?’ and Jesus said, ‘Neither.’ I think he said because 
now everyone can see the glory of God when Jesus healed him. I think that God 
let that person be blind so that later he could be healed by Jesus.” While these 
young women did not view people as being healthier because they are more 
religious, they did feel that religious belief was an important factor in emotional 
wellbeing and resilience. In this, their views were similar to those of their others 
and grandmothers. 
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This younger generation all knew about fasting and noted that the fasting period 
was a time when they generally ate more Greek food. The religious nature of the 
time, as well as the way they behaved during this time, were seen as being part of 
their identity and participation in Greek culture and the community.  Some of 
them further noted that this is a time when they eat healthier foods, such as lentils, 
beans, vegetables and wild greens, which are associated with a traditional Greek 
diet. However, the participants were uncertain about the health value of fasting. 
Participant 13C said, “Fasting is really good because you eat a lot more vegetables 
but, then again, you miss out on the nutrients you can get from meat.” Participant 
9C said, “For the younger generation, fasting is good because it’s almost like a 
detox because you’re eating a lot healthier. But for older people, they need iron 
and what they would get from meat. If I could get my grandmother to eat meat 
during fasting, that would be a miracle. I would say to my grandmother, ‘I will 
fast and you can eat meat for me.’ I would say that.” Participant 9C said, “Fasting 
could improve our health as it cleanses our body if you eat healthier food.” These 
participants spoke to of their families in the context of fasting. Several of them 
indicated that fasting is a family activity. Participant 4C said, “Our family fasts, 
grandparents on both sides and immediate family.” Participant 7C said, “I fast and 
so does my whole family and, if we want to take Holy Communion, we fast.”  
 
Others noted that they have been taught to fast by their mothers. Having an 
understanding of when to fast seemed to be important to them as well. Participant 
6C said, “I do fast. My grandmother is my inspiration, who would fast the full 40 
days and she will be really good and goes to church. As I have got older, I’m 
doing better. When I was younger, I didn’t do as much as when I was old enough 
to know why I’m fasting. That’s when my grandmother and Mum said, “Now that 
you know why we fast, you can participate if you want to.” 
 
The social occasions and celebrations mentioned by the older generation as an 
impediment to fasting were also noted by these young women. However, they did 
not experience much conflict in reconciling their religious practice with their 
social life. Participant 4C said, “Obviously, it’s difficult to fast on Wednesdays 
and Fridays [traditional fast days] but I would at least try to have vegetarian.” 
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Participant 16C said, “Fasting is religious. Mainly it prepares you mentally. It 
cleans you before you go into the happy days, but it’s also really healthy. I 
generally fast, unless there is a special occasion, and I may have dairy, and it’s a 
chance to be really healthy as well. I like to fast and it’s not bad.” 
 
Like their mothers and grandmothers, many of the second generation participants 
believed in the evil eye and held views that reflected those of their elders. 
Participant 6C said, “I believe in the evil eye because I have experienced it. If you 
were to tell an outsider what happens, they won’t believe you. I’ve seen it 
happened to me, to my mum, to my brother. My understanding of it is that it’s 
from jealousy. People don’t realise their doing it and sometimes they do. One of 
my grandmother’s friends, she knows that she gives it off. If she compliments 
you, she would quickly say something to reverse it. That’s the spitting tradition.” 
Participant 5C explained what her grandmother told her about reversing the evil 
eye, saying, “She has told me, if we go to a dance or something, and she would 
be, like, ‘Okay, if you go and talk to that θείο [uncle], make sure when you leave 
you touch your bum so they cannot matiasi (ματιάσει) you [give you the evil 
eye]’.” 
 
The participants also accepted the folk belief that some people had the ability to 
remove or neutralise the evil eye. Again, this was clearly a view learned from 
their mothers and grandmothers. Participant 1C said, “I believe in the mati (μάτι) 
[evil eye], like when I'm not feeling 100%, I ask Mum to do it, and she does it 
with the water and the oil and everything and if the oil evaporates, it disappears, 
and that means I have the evil eye, and usually it goes away after she has done it, 
and it makes me feel better.” Participant 5C said, “One time, I was absolutely 
shocking. It was the worst I probably ever felt in my life. I was nauseous, 
migraine and everything, and it was all of a sudden, and I got him [uncle] to do it, 
and gradually it got better. With my uncle, he has done it and it’s worked. That's 
the thing. He knows how to do it, and he has taught it to Mum.” 
 
The young women recognised that belief in the evil eye might seem to conflict 
with other views that are common in modern society and that are taught in formal 
education. Participant 11C said, “It's happened to me [the evil eye], especially in 
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my early teens a lot. When you try to explain it to other people, they are ‘What are 
you talking about?’ It makes us sound a little bit crazy. You explain it to a Greek, 
and they know exactly what you are taking about.” Participant 1C said, “Once, my 
friend came over, and I asked mum to do it because I was really bad with the evil 
eye, and she [the friend] saw it happen, and she was like, ‘Umm, what's going on 
here? That doesn't happen!’ I don't take anything by it, because they haven't seen 
it. They haven't witnessed it, they don't know it. They’re not Greek, so they 
wouldn't know of it or understand it.” To these participants, the concept of the evil 
eye is an integral part of the Greek identity that is not shared, or even 
comprehensible, to other people who come from a different background. While 
this is probably not exactly accurate as the evil eye is known in many different 
folk cultures from different regions (Dundes, 1981), these participants feel that 
their specific understanding is closely aligned with their conceptualization of 
Greek identity. 
 
Participant 11C explained how she feels when she had the evil eye, saying, “I start 
getting really tired. I would feel sick. Once I did pass out. It was really bad. 
Normally, my grandmother would do the oil, with the water, and then I would fall 
asleep for hours, and I would wake up and I was fine again.” Both this 
participant’s mother and grandmother believe in the evil eye, and her grandmother 
knows how to take away the evil eye. This participant would like to learn how to 
do this as well. She said, “I would like to learn [in case], touch wood, something 
happens to my grandmother.” Participant 6C had similar feelings. She said, “My 
grandmother knows how to xematiasi (ξεματιάσει) [take away the spell of the evil 
eye], and I think it needs to get passed down. I need to learn it; it’s handy to 
know.” 
 
Within the Greek community in Melbourne, however, there seem to be two views 
about the evil eye that relate to how it can be resolved. Some people accept the 
folk tradition described by the participants above, while others hold the view that 
only a priest can do this. The participants of this study were aware of this, largely 
from their mother.  Participant 7C said, “My family, my grandmother, would 
often say, when I’m sick, that I have the mati (μάτι) [evil eye]. My grandmother 
would say it more than my mum, but my mum believes in it, too. There are two 
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ways to xematiasasi (ξεματιάσει) [take away the evil eye]. There is the religious 
way and the non-religious way. I’m not sure if my grandmother still does the non-
religious way, as my mum would say, ‘That’s wrong as there is a religious way it 
should be done,’ to go to a priest, say the Lord’s prayer three times. That’s what 
my mum would say the proper way is.” Participant 13C said, “My mum’s mum 
tells me every time I have a headache to say the Lord’s Prayer three times, and I 
say ‘okay’.” There were also participants of this generation that did not believe in 
the evil eye and associated folk concepts. Participant 9C rejects this, as do her 
mother and maternal grandmother. She said, “I don’t believe in the mati (μάτι) 
[evil eye] because Mum does not believe in it and she has convinced me not to, 
but Dad does. My dad’s mum believes in it, but Mum’s mum doesn’t.” Participant 
10C said, “I don’t believe in the mati (μάτι) [evil eye]. My grandmother does and 
she tell me that I have the mati (μάτι) [evil eye], and she xematiasi (ξεματιάσει) 
me [take away the evil eye]. I let her to make her happy, and my parents don’t 
really believe in it either.”  
 
These young women were also aware of the evil eye jewellery that can be bought 
in many stores around Melbourne. Participant 4C said, “I don't even get the 
jewellery, with the eye on it. It's so scary. Fair enough, if it’s a fashion statement, 
but I don't think it will actually protect you from sickness or harm. Participant 8C 
said, “I definitely believe in the mati (μάτι) [evil eye] and I have my mati (μάτι) 
[evil eye] bracelets. I believe that, if you lose it, the mataki (ματάκι) [evil eye 
jewellery], it has done its job for you. It protected you from something and has 
done its job.” P8C. For Participant 14C, belief in the evil eye jewellery was a 
childish superstition that was pleasant to believe in because it was supposed to 
protect you. She said, “It’s like hiding under a doona when you’re afraid of a 
ghost at night.” Participant 15C had mixed feelings about the jewellery, saying, “I 
know that the mataki (ματάκι) evil eye jewellery is protection from people putting 
evil on you. I do wear the jewellery as jewellery, but at times, when life gets that 
way that too many bad things happen at the same time, and even though I don’t 
believe in it, I put it on anyway. I think it’s just comfort, when things get bad. I 
just worry and I don’t want them to get worse and I put it on. It’s the same with 
my cross. I put that on when bad things start happening and I don’t really believe 
in that either.” Participant 16C also spoke of the cross in terms similar to those 
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used by her elders. She said, “The evil eye does exist, but I have been taught 
wearing the evil eye jewellery with a cross is wrong. You should only wear a 
cross for protection.” 
 
Several of the younger participants in this study admitted that they believe in 
another kind of evil that is more serious than the evil eye and that cannot be 
addressed by folk practices. Participant 6C said, “Black magic is out there. 
Acknowledge that it exists but don’t give it too much power. That’s the way I was 
raised. Acknowledge that it’s there, but it’s not something that can be fixed with a 
Panadol. For this, you go to an elder, a grandmother or a priest, depending on the 
level of it. For something very serious, you go to a priest. For something like a 
possession, you go to a priest. They can do more than what a doctor can do.” The 
participants generally understand the concept of evil, associated with the devil or 
with demons, as being on a continuum with lesser supernatural effects like the evil 
eye. This represents a religious interpretation but, for those of the participants who 
believe in it, is also mixed with folk practices and elements of belief that are 
outside the teachings of the Orthodox Church and, in some cases, outside the 
Greek tradition. This is illustrated by a series of events related by Participant 11C 
who told the following story: 
 
“I believe it [magic] because it happened to me in my old house. One night, and 
after it happened I went straight to church. One night, we went to see a play in the 
city with cousins, a normal night, nothing weird. I went to bed hearing dogs 
barking and, as a teenager, you hear all the stories that if there is a dog barking, 
there is an evil spirit. I found this out from school and friends, not my 
grandmother, and also the internet. Because when you start reading things on the 
internet, forget it, you can’t stop. I woke up and I used to have a clock next to my 
bed. It was digital, had a light and I could always see the time and I had a look 
and it was around 3 in the morning. You know how they say at 3 o’clock, all the 
spirits come out. I went to move and get back to bed. I could not do it. I could not 
do it. I could not move and then I looked in my doorway, and there was a massive 
black figure in my doorway. I went to go and scream. I couldn’t scream. I 
couldn’t move. I felt like something was sitting on top of me. I couldn’t breathe 
and I remember I started crying. I freaked out. I didn’t know what was going on. 
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The first thing I did, because it’s the only one I know off my heart, was to recite 
the Lord’s prayer, because through Greek school, we always said it, and then I 
managed to fall asleep, and two hours later, it happened again, and it had moved 
from my door to have moved on top of me. I freaked out and I couldn’t scream. I 
just wanted to scream and call for help. I couldn’t move. I could not breathe and I 
was in panic mode. The next morning, I didn’t know how to explain what 
happened. One of our family friends is a priest, and I went to my mum, ‘You have 
to call him. I need to see him.’ I went and spoke to the priest, and he said that we 
have to do something about this. When we spoke, he gave me a little prayer to 
read every night and he said that, if anything else continues, to come back. Two 
weeks passed, and then one night, out of nowhere, I woke up and I stood up in my 
bed, and all that I can remember is hearing all these voices and I can’t even 
explain it. All these voices around my head, and I was, ‘No, this is not okay, and 
this time, I could move, so I got up and I ran. I ran to my mum and I told her we 
have to go back [to see the priest]. The next day, we went back, and the priest 
took me to the front of the church and he did this massive prayer and he put me 
under, not a cloak (the gown the priest wears), and ever since then, it has not 
happened again. He said to me that it could have been either, not someone who 
was trying to hurt me, but something that was either wrong inside of me or 
something that wanted to get in my head and wanted to do me harm. I asked to see 
a priest because this is something a doctor could not understand, a possession 
from an evil spirit. They would think I’m losing it, but if you go to a church and 
say that, they would understand. I chose church because I always knew it can help 
because a lot of things had happened. My mum lost her sister to cancer when I 
was really little, and she would always tell me that she would go to church or get a 
priest for support and to help her prepare, and that’s how I knew straight away 
that I have to.” Participant 11 C related this story in the context of talking about 
the power of religious elements and practices to address health problems of 
various kinds. However, it illustrates the existence of a dimension of human 
experience that is not readily explained by logic, regardless of whether one is 
inclined to accept a supernatural explanation or an explanation rooted in the 
psychology of the individual. She did not elaborate on her situation leading up to 
these events; for example, whether she was under unusual stress or whether 
something out of the ordinary had happened. Regardless of the situation, this 
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participant was able to gather the strength to face what, for her, was a very 
frightening incident and to seek a solution through religious practices she was 
familiar with. This illustrates the nature of religion as a source of resilience and 
coping for these younger women that parallels that reported by their older 
relatives. 
 
6.3 Cultural identity, language and Health 
 
The grandmothers of these participants seemed very anxious for their children and 
grandchildren to maintain the Greek way and think of Greece in the way that they 
recalled and had recreated it in Melbourne. This was also of importance to the 
mothers of these participants.  The second generation participants accept this view 
as well. Participant 4C said, “It’s important to maintain religion, language and 
culture.” Participant 15C said, “I want to learn how to cook Greek, and that’s 
what I want to feed my kids and I want my kids to learn the Greek language.” 
Overwhelmingly, these three elements were cited by these young women as the 
key elements in the Greek identity in Australia.  
 
Language was a central to this for these participants. Participant 14C said, “The 
Greek language is an association to being Greek. That’s the most important 
[thing] that I want to maintain and continue. It will be challenging if I marry a 
non-Greek person.” Participant 4C said, “Hopefully, I marry a Greek person or 
someone willing to join me and show my kids the same things my parents and my 
grandparents showed me. The religious side is important obviously because it’s 
our faith, and you want your children in the same thing. But the culture is just like 
identity.” Participant 14C said, “Not that I don’t want to marry a non-Greek, but I 
would prefer to marry a Greek. We have things in common, and I won’t have to 
explain things. The value system is already there.” That their daughters marry 
men of Greek background was also of importance to the mothers of this 
generation, as noted in Chapter 5. 
 
Despite their recognition of the challenges they could face, most of the 
participants realised that maintaining the things they saw as crucial to their Greek 
identity might come down to their own effort. Participant 6C said, “It will be 
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challenging to maintain, [but] all that is required is effort.” The young women 
who took part I this study were aware of the current wave of new immigrants 
arriving from Greece, and some believed these newcomers might inadvertently be 
able to help in this cultural maintenance. Participant 7C said, “I think the next 
generation will continue because of the new wave of Greeks coming. Traditions 
will continue. If they didn’t come, it wouldn’t. Especially if those Greeks and us 
Greeks end up marrying or even if Greeks from Greece were in our social group, 
it would help.” 
 
These participants understood that a part of the issue of maintenance of traditions 
and customs related to language use and that it would be difficult to carry on what 
they had learned from their mothers and grandmothers without some facility in the 
Greek language. A number of participants mentioned that they generally speak 
Greek when they are with their grandparents or even at times with their family. 
However, they also note that the routinely switch between Greek and English, 
both intentionally and unintentionally. Participant 3C noted that she switches 
language a lot when out with her brother, particularly when they don’t want others 
to understand them. Then they speak Greek. Participant 10C said, “I speak to my 
grandparents in Greek all the time. I occasionally throw in an English word, and 
they don’t know what I am talking about.” Participants 5C, 10C and 14C noted 
that they sometimes have trouble finding the appropriate words in English to 
explain certain things. Participant 5C said, “Sometimes I’m talking to one of my 
Aussie friends and I’m trying to explain something to them and I get caught 
because I can’t think of the word in English.” Participant 10C said, “I sometimes 
struggle to say words in English because they come to me in Greek or 
occasionally just Greek words slip out.” Participant 14C said “Some words, like 
‘grandmother’ and ‘grandfather’, I use the Greek words. It would just be unnatural 
to use the English words, and once I remember writing an essay and I could not 
remember the English word. I only knew the Greek word.” The phenomenon 
these young women describe relates to the symbolic and relational meaning of the 
Greek terms, as opposed to corresponding words in English. It is not uncommon 
for people who are exposed to or use more than one language to associate a term 
in one language with a specific concept or item and to always think about that 
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item by its name in that one language. This was what was experienced by 
Participant 14C in relation to her own grandparents, whom she always refers to by 
the Greek terms. The same situation might apply to names of food or religious 
terms, where only the Greek name has affective meaning or can apply to the exact 
form (as opposed to a generic) form of food in the participants’ mind. This 
phenomenon has long been understood by linguistics and has been documented in 
many languages and communities (see, for example, Gumperz, 1982).  
The second generation participants in this study are all native speakers of English 
and have native ability in the language. Nonetheless, they used a number of Greek 
words and phrases in the course of the interviews for this study. Some of these 
terms were: κήπος [garden], νηστεία [fasting], παν μέτρον άριστον [everything in 
moderation], κομποσκοίνι [prayer rope], Ευχέλαιο [Holy Unction], Σταυρός 
[cross], oικονομική κρίση [financial crisis], ματάκι [evil eye jewelry], Πάτερ 
ημών  [Lord’s Prayer], θείο [uncle], Πρόσφορο [offering bread taken to church], 
Χριστούλης  [Jesus], Γιαγιά [grandmother], μάτη [evil eye],Παπούς [grandfather] 
and χωρίο [village]. All of these terms have in common the fact that they relate 
specifically to elements of the Greek cultural experience in Australia, including 
the Orthodox religion. For this reason, these participants would use the word 
‘grandfather’ to refer to this familial relationship in general and perhaps to their 
own grandfather but might also use the Greek term, especially as a term of 
address for the individual concerned. 
Table 6 –Examples of Greek works used by the second generation participants 
with English translations 
Greek word used Cultural 
meaning 
Religious 
meaning 
English translation 
κήπος   garden 
Χριστούλης    Jesus 
Ευχέλαιο   Holy Unction 
λάδι    Oil 
μοναστήρι    monastery 
αρνί    lamb 
τσαι του βουνού    mountain tea 
Πρόσφορο    offering bread 
παν μέτρον άριστον everything in moderation 
oικονομική  κρίση   financial crisis 
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αυγολέμονο     chicken soup 
ματάκι    evil eye jewellery 
λεμονιά   lemon tree 
Παπά   priest 
Πάτερ ημών    Lord’s Prayer 
Γιαγιά / Παπούς   grandmother/ grandfather 
χωρίο   village 
χόρτα   wild greens 
 
These participants also discussed their experience attending Greek school, and 
many, as their mothers noted, said that didn’t particularly like it, even if they 
recognized the value of being able to speak Greek. Participant 3C mentioned that 
she no longer goes to Greek school but added, “Now I appreciate its worth, but 
not at the time. You still need to know enough, I think, or a little bit to speak to 
grandparents and relatives.” Participant 5C said, “For me, even if I had the choice, 
if Mum and Dad were like, ‘You can quit whenever you want’, I would still do it 
[attend Greek school], just because I want to learn the language. I still want to be 
connected to Greece.” Others also noted the significant role that their 
grandparents played in them learning the language and maintaining their Greek 
identity. Participant 10C said, “I went to Greek school. I don’t go anymore, and I 
didn’t like Greek school, going after English school. I do know the language, and 
this is something I have definitely learnt from my grandparents.” Participant 7C 
said, “I felt I learnt more from the grandparents. That’s where I speak more 
Greek, with my grandparents, especially Mum’s mum. When I went to school, I 
didn’t know any English.” Participant 1C described her ability in terms of her 
grandmother’s English ability, saying, “She knows a bit of English because she 
has lived here for so long but she’s not fluent in it, and I need to talk to her in 
Greek, and it just comes out naturally.” 
Despite these participants being between 16 and 18 years of age, they were 
looking to the future and mentioned their desire for their children to be able to 
speak Greek but also their concerns that this might be very difficult. Participant 
6C said, “I love my Greek heritage and I want to carry it on, but if my Greek isn’t 
great, I’m worried that my kids won’t speak great Greek. Or even if I teach them 
and send them to Greek school, they would be 3rd generation, and I’m worried 
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about losing it. I always say to my mum, I don’t want to lose it. I like saying I’m 
Greek-Australian and, when people ask me what nationality, I am, I am Greek. 
I’m Greek defiantly. I’m proud to be Greek and I’m scared to lose the traditions. 
Without my grandmother, how would I know?”  
All of these younger participants saw their identity as being linked to Greece and 
wished to maintain this connection. Participant 5C said, “I definitely want to try, 
when I have kids, to pass on as much as I can to them. It’s so important now that I 
have Yiayia (Γιαγιά) [grandmother] and Mum.” Participant 13C said, “It’s 
important to maintain the Greek way. I will try to learn everything from my 
grandmother: traditions, rituals, recipes, sewing techniques, and I want to hand it 
to my children.” Participant was particularly adamant about why her Greek 
identity is so important to her. She said, “I don’t want to lose any part of my 
Greek identity. Like I said, I don’t see myself as Australian. I don’t have 
Australian blood. Like an African elephant, if it’s born in Australia, we still 
consider it African, so we’re just born somewhere else.” 
The participants’ connection to Greece and their feeling of being Greek was very 
important to them and affected their social activities, friendships, interests, and 
also the way they thought and talked about Greece. Several of them said that most 
of their friends also came from a Greek background like themselves or that they 
had two separate circles of friends, those who were of Greek heritage and those 
who were not. Participant 5C said, “[I have] definitely more Greek friends. Some 
have been family friends, and then you’re friends with them as well. At school as 
well, everyone flocked together. We kind of stuck with each other, because we are 
more like minded, we understand each other, and we can use the Greek slang in 
conversation. I think it would be familiarity because we have common grounds.” 
Participant 8C said, “I have definitely more Greek friends. It’s lucky, I guess, and 
I get along better with my Greek friends. We have things in common.” The 
example of having two circles of friends was given by Participant 10C among 
others. She said, “At school, all my friends are not Greek and, out of school, I 
have more Greek friends. I feel I connect more to my Greek friends and we 
understand each other better.”  
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Most of these young women spoke about their Greek background with passion 
and expressed an active interest in its folk culture, especially Greek dancing, 
which is a common heritage activity among members of the community. 
Participant 11C said, “I loved growing up being Greek. I have embraced it, and a 
big part of me being Greek was being in the Greek dancing group. Being on stage 
dancing Greek dances, I was proud to be Greek.” Participant 2C said, “I think 
doing Greek dancing for two years gave me a sense of how they did the festivities 
and what their lifestyle was like back then when they made these dances and how 
it got passed down and brought to Australia.” 
 
The participants were aware that their current age was similar to that of their 
grandmothers when they left Greece. Several of them discussed this as well as 
what the knowledge meant to them. Participant 9C said, “It would have, however, 
been very difficult when she left. She was my age now, and I could never had 
done that. She was very tough and still is.” It was important to these participants 
that they understood what their grandmothers’ life was life. Like their mothers, 
they had heard stories of Greece, and this was their first connection to the country 
that some of them were able to extend when they eventually visited. Participant 
10C said, “I grew up hearing about Greece, the village, and it was good to 
experience and understand where you came from and where my grandparents 
grew up and where they went to school.” Many of the young women had travelled 
more than once to Greece and felt part of it. Participant 7C said, “I feel a 
connection to Greece. When I was in Greece at one point, I wished I could speak 
better Greek. I feel connected and proud to be Greek and of the country. There is a 
sense of belonging. Your ancestors are there, your culture, that’s where you’re 
from. We would go to cafes and try to trick the waiters that we were real Greeks. I 
would try to speak Greek so they would not think that I was a tourist.” Participant 
8C said, “I love Greece. Greece is family. Everyone is relaxed, and the beach, 
nothing like here, no stress, apart from the crisis, but everyone is just chilled, and 
that’s good for their health, not having stress, as it would prevent heart problems/ 
minus the smoking, they could even be healthier. They smoke a lot.” These 
participants’ parents also told them about Greece and prepared them for the type 
of reaction the parents perhaps hoped they would fee. Participant 8C said, “Mum 
would always tell me that I would feel a click with Greece, and it’s very 
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emotional. I now know what she means. I would cry when I had to leave and I 
would think, ‘What if I don’t see these relatives again?’ Going to Greece isn’t 
easy unless you’re rich.”  
 
From early childhood, the participants tended to have a very idealised picture of 
Greece that had been created by the stories their parents and grandparents told 
them. While they also had the idea of Greece as a holiday destination that is 
common in Australia, their visits there meant more to them than that. However, as 
Australians, they focused most on the aspects of culture that tend to stand out 
most to tourists and casual visitors and that, in their case, had some relationship to 
their experiences at home. Participant 8C said, “Greece is family connection. It’s 
nice to have a holiday. There are beaches in Fiji and Hawaii. It’s got to do with 
the culture and the food. The food is great.” Participant 13C said, “In Greece, I 
experienced the culture. I had moussaka in Greece and I have had it at home too, 
but having it in Greece made it 10 times cooler.” Several participants mentioned 
the fact that Greece did not seem to conform to what their grandparents had told 
them and attributed this to the fact that Greece had changed but did not seem to be 
consciously aware of how much time had passed since their grandmothers 
emigrated to Australia or the possibility that the stories they had heard were 
selective. Participant 7C said, “It’s all changed in Greece from what my 
grandmother had told me. Their houses are normal, with internet and TV. 
Everything looks modern.” Others noted that their grandparent’s sense of being 
Greek is different to the people in Greece, Participant 5C said, “They are different 
Greeks, being in Australia, even though they were born in Greece. They haven't 
lived in Greece for so long. Everything they do have been influenced by the 
Australian lifestyle.” 
 
Regardless of the differences from their expectations, the participants still felt a 
connection, belonging and a sense of cultural identity that they seemed to be 
seeking, to like and understand. Participant 6C said, “It was, like, if you think 
your parents are woggy,5 you go to Greece and you see where it all comes from. 
It’s not about looks there. It’s about family, company and health. In the village, 
                                                 
5 In Australia, the term ‘wog’ is used to refer to people of Southern or Southeastern European 
origin. 
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everyone is close; here, I don’t even know my neighbours. In Greece, for you not 
to know your neighbours, that’s unheard of”. And stated by Participant 12C said, 
“I felt that I belonged in Greece. I’m quite Greek in myself.” Participant 13C said, 
“I felt a sense of connection to Greece, that there they can understand us.” 
 
6.4 Transmission of health knowledge  
The second generation participants felt they had learned a great deal about health 
from their mothers and grandmothers that overlapped with elements of their 
hereditary culture, the evil eye, religion, food and cooking.  Their trust in their 
elders was notable. Participant 5C said, “She [grandmother] is just the 
knowledgeable one. They have been through a lot. They have come from different 
lives from what we live now and they are old but they are still so healthy. They 
must have been doing something right.” Participant 6C said, “My grandmother is 
a very resilient person. She is so calm and collected, no matter what drama she 
comes across. Anything you tell my grandmother, she has seen it before. She is 
not surprised by anything. She is very experienced and very wise.” Participant 2C 
said, “If our grandparents are doing it, and their parents were doing it, and it’s 
coming down to my generation, obviously they are doing something right, and 
maybe other people should. I think our lifestyle in Greece, how it was back then, 
to people now, they are obviously doing something right to be living up to elderly 
age.”  
These participants felt their grandparents listened to them and paid attention to 
their views. This contrasted with the perception of their mothers, who generally 
felt their own parents had been set in their ways and fairly rigid in their thinking. 
This was generally put down to the older generation becoming soft because they 
were dealing with their grandchildren and felt a different kind of responsibility 
toward them. For this reason, the participants felt their grandmothers were more 
open to their suggestions than to those of others. Participant 5C said, “[They] 
definitely [have] a soft spot for the grandkids. Even if she [grandmother] went to 
someone like a doctor and told her, she would not take it as serious as a family 
member.”  Participant 6C said, “My grandmother says you love your kids, but 
when your kids have kids, you love them twice as much. Your grandchildren 
bring you twice as much of happiness. It made a difference that I said it 
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[suggestion about what grandmother should do]. She even says this, and I can be 
pretty persuasive and I tell her, ‘I want you to be here and healthy when I get 
married and have kids. ”For this reason, it was possible for the youngest 
participants in this study to give health advice to their grandmothers as well as 
receive it. Much of this centred on nutrition and exercise and reflected ideas that 
are common in mainstream Australian culture. Participant 6C said, “My 
grandmother has lost recently almost 30kgs, and I told her that she is still young, 
and it’s not good to be overweight. She had back pain and, by just changing her 
eating, the back pain is gone, knee pain is gone. She does not need her medication 
to thin out her blood. She goes to the gym, and I introduced her to that as well.” 
Participant 11C said that she has influenced the way her grandmother cooks, 
particularly the inclusion of more Australian food. She said, “My grandmother 
cooks more Australian, a little bit more now. She knows what I like and she will 
cook it, because it’s me and she will cook it. I’m her soft spot.”  Participant 5C 
explained that she gives her grandmother advice about cooking healthier food and 
to reduce the salt, butter and oil in her cooking. 
 
These younger participants also introduced online and digital technology to their 
grandmothers whose use of devises and applications, such as iPads, smart phones 
and Skype, was a means of maintaining connections with family and friends who 
live in other parts of Australia, in Greece or elsewhere. Participant 6C said “My 
grandmother has Skype and, in the past, wouldn’t have much contact with family 
in Greece and now contacts them almost every day. She Skypes everyone, not 
only in Greece, anywhere else family may be and she is on Facebook. I made her 
a Facebook page, and she loves it. She has an iPhone, an iPad. We showed her all 
this, and she plays games. That’s her pastime now. I don’t think she realises how 
far she has come. In the past, a phone call to Greece was so expensive, and my 
grandmother told me that, when she came here, she didn’t speak to her mum for 
six months. That’s a big difference. She now speaks to her mum in Greece every 
day. I got her into all this technology and I think, as I grow up, they become a bit 
more open minded to what things are like in our days because, at the start, she 
would say, ‘Why are you doing this?’, ‘Why are you doing that?’, as, in growing 
up, she is becoming more open minded and she is being very accepting of the 
technology.” Several participants used Facebook and Skype as a way both they 
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and their grandmothers could stay in contact with Greece. Participant 7C said, 
“Facebook is a way to keep links with them.” Participant 16C said, “We Facetime 
and Skype with family in Greece to keep contact and we help my grandmother use 
Skype with family in Greece.” Interestingly, through technology, the young 
women have been able to help their grandmothers achieve their desire to maintain 
a form of active participation in the country they left and also to encourage this 
same connection in their grandchildren. 
 
6.5 Summary 
 
This chapter presented the findings from interviews with the second generation 
participants in this study. They tended to understand health in ways that were 
similar to those of their mothers and grandmothers, even though elements of 
health understanding that are the norm in Australia were more significant to them 
than to the other generations. While they were aware of several health behaviours 
that they associated with their Greek background, the Greek identity they had 
created for themselves was very important to them and was seen as a point of 
difference between them and the wider Australian society. In addition, their 
religion was very important to them and was a major component of their cultural 
background. Like their mothers and grandmothers, their Greek Orthodox faith 
serves as an important means of support and source of resilience. Being the most 
highly acculturated generation, these young women were concerned about the 
maintenance of Greek culture and the language and were aware of the importance 
of this to the older generations and shared the belief in the value of their heritage. 
They hoped to be able to transmit the kind of knowledge they had learned from 
their mothers and grandmothers to the next generation but recognised the 
challenge inherent in this. Their own sense of cultural identity was notable and 
likely relates to this aim. 
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Chapter 7 
Discussion 
 
 
The findings reported in Chapters 4, 5, 6 will be discussed in this chapter in 
greater detail. This chapter is divided into three sections: (1) Health Ideas and 
Behaviour; (2) Religion and Resilience; and (3) Language and the Idea of Being 
Greek. 
The findings of this research show that a Greek cultural identity was significant to 
all the respondents, despite the fact that what exactly constitutes being “Greek” 
differs and can be viewed as coming from the experiences of each generation. The 
participants’ understanding of their own identity is multidimensional and draws 
upon several different cultural domains, that include language, religion, and daily 
practices. While the aim of this study was to investigate the culturally based 
understanding about health and illness of three generations of Greek-Australian 
women in Melbourne, its findings revealed a great deal of additional insight into 
how the study participants viewed themselves in the context of life in the English-
speaking society of Australia. There were four main components of Greek identity 
that were significant to all three generations studied, namely religion, culture, 
language and food. The meanings and elements of each of these domains was 
different, depending on the generation of the participants. Their understanding of 
health and the nature of illness cross these domains, which they believe contribute 
to their state of health and also supply means and practices for addressing health 
issues. The role of religion was central to this for all three generations and 
represents the core of their Greek identity. 
 
7.1 Health Ideas and Behaviour 
 
The fundamental characteristic across the generation that allowed for both the 
maintenance and transmission of health information was trust. This trust was 
related to the familial relationships between the participants and was strong in 
both vertical directions. In terms of knowledge transfer from older to younger 
participants, the information about health offered by the grandmothers and 
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mothers to the generation(s) below also related to the perception of cultural 
identity and was seen by the younger generations as “Greek” in nature, regardless 
of content. The transfer of knowledge from younger to older generations, which 
generally consisted of mother to grandmother or granddaughter to grandmother, 
tended to be associated with the Australian context and related to issues consistent 
with modern ideas about health (diet, exercise, medication, and so forth) or to the 
mainstream cultural context (technology use). This reflects the background and 
experience of the participants which is associated with their age as well as their 
level of education. The issue of trust in their elders was especially significant for 
the Australian born generations because they tend to uncritically accept certain 
health ideas of the immigrant generation, despite the apparent inconsistency with 
other ideas they also accept that derive from their experience in the Australian 
context.  
 
The process of cultural transmission has been noted to occur within the domains 
of values, skills and behaviours and relates to the handing down of practices 
within a cultural group where vertical transmission from older to younger 
individuals is dominant (see, for example Schonpflug, 2001, 2009). While this 
was the predominant form of knowledge transfer among the participants of this 
study, transfer from younger to older members was significant and, as noted 
above, related to specific areas of experience that relate to the Australian context. 
Downward transfer, however, centred on four key areas of cultural information 
that are directly related to health and wellbeing and were seen by the participants 
as integral to their Greek identity. These were: (1) health knowledge and the 
conceptualisation of health; (2) Greek Orthodox religion; (3) cultural identity and 
language; and (4) specific health knowledge. The information described by each 
of these classifications came from the oldest generation and represents their 
cultural understanding that originated in Greece during the period of their 
childhood and young adult years before immigrating to Australia.  
 
The members of the immigrant generation were not well educated (see Charts 2, 
3, and 4 below showing the educational level), and originated from either rural 
areas in Greece, Greek islands or mainland Greece As a result, their early years 
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were spent in a social context in which folk ideas were prevalent and may have 
been more significant due to the time period (the years of World War II and the 
Greek Civil War) which was difficult for many rural Greeks economically. Many 
of these ideas are very old and show continuity with ideas that emerged during the 
classical period, such as the reliance on honey, oil, lemons, and chamomile to 
treat various illnesses and conditions Kleisiaris, Sfakianakis, and Papathanasiou, 
(2014).  For the immigrants, the use of these items is a continuation of things that 
they saw and did in their youth before coming to Australia; for the first and 
second generation, they represent behaviour that is part of being Greek but, 
equally important, constitute, at least in their thinking, a culture specific practice 
that separates them from other Australians.  However, it is also clear that some of 
these practice have been translated or adapted to the Australian context, especially 
by the first and second generation. For example, many prefer Manuka honey, 
which is only produced in Australia, rather than Greek honey which is difficult to 
obtain. The youngest generation, in particular, tends to be aware of the form of 
such practices but not the underlying cultural content or rationale. For example, 
they note that their grandmother might put onions on an injury, but do not know 
why. In other words, they are not aware of the reasoning behind such a practice 
and do not feel a need to inquire. This perhaps relates to the issue of trust which 
does not require them to understand the rationale. They accept such a practice, 
and feel that it is effective, because a trusted grandmother does it and, in this way, 
is linked to being Greek.  
Chart 2 – Immigrant generation education level 
 
75%
19%
6%
Primary School (Greece) High School  (Greece) High School  (Australia) Univeristy
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 Chart 3 – 1st generation education level 
 
 
Chart 4 – 2nd generation education level 
 
 
Contrary to what might be expected, the folk health knowledge of the participants 
of all three generations is not very extensive. It is consistent, in that all the 
participants seem to have the same general ideas about home remedies and 
traditional ways of addressing certain conditions. However, the number of 
remedies even the oldest participants were able to recount were limited to those 
presented in Chapter 4 above. The exception to this is the case of addressing the 
evil eye (mati), which a number of participants were well versed in themselves or 
knew others who had the ability to treat its effects. While the understanding of the 
evil eye in Greek, as well as many other cultures, involves a supernatural element, 
there are traditional remedies for it. That they are known and used in the Greek 
community in Melbourne is consistent with what has been reported for other 
Greek communities, in Greece as well as in diaspora (see, for example, 
37%
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Primary School (Greece) High School (Greece) High School (Australia) University
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Lykiardopoulos, 1983; Tripp-Reimer, 1983). One reason for this may be the role 
doctors play in this community. The medical profession has been held high 
standing in Greece since ancient times, such that people may choose formal health 
care when available Kleisiaris, Sfakianakis, and Papathanasiou, (2014). The 
ability to visit a doctor when required was seen as important by all three 
generations and was, for the immigrant generations, a sign of economic success in 
Australia that they often contrasted with their inability to use formal health care in 
Greece. To them, home remedies, except for the most minor of ailments and for 
the evil eye, were seen as inferior to treatment by a doctor. The first and second 
generation participants are all well acculturated to the Australian context and are 
part of the mainstream in their use of the public healthcare system. While the 
oldest generation prefers practitioners from a Greek background, they are willing 
to defer to the wishes and advice of their daughters and granddaughters when it 
comes to using the Australian health care system and usually in adhering to 
medical advice if their family believes they should.  
 
One of the most significant findings of this study is the view of participants of all 
generations that there exists a supernatural dimension of health that parallels the 
modern, evidence-based concepts of health that are visible in mainstream 
Australian society, including formal education. Belief in the possibility of the evil 
eye is the main component of this but other elements, such as the influence of the 
devil or demons on health is also included. These beliefs have a religious 
dimension that intersects with the health dimension, but both fall into the category 
of folk belief, rather than clinical or theological interpretation. The origin of the 
supernatural explanation of illness was brought by the immigrant generation to 
Australia and has been maintained by them in their understanding of the nature of 
health and illness. They have passed this view on to their daughters and 
granddaughters, although it is apparent that the knowledge of practice and 
rationale has diminished with each subsequent generation. One reason for this 
may be that English does not possess an appropriate vocabulary for discussing this 
type of information (the supernatural folklore of the English speaking world is 
quite different from that of the Greek culture) and because there is a reluctance 
among English speakers in Australia to acknowledge a belief in the supernatural, 
even when they do, in fact, believe in such things. For the participants in this 
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study, the fact that such things conflict with modern health practices they use and 
believe to be effective did not trouble any of them, and all of them accept as fact 
that there are supernaturally generated health concerns that doctors cannot 
address. All the participants use Greek terms to discuss supernatural issues, either 
as they are used in Greek or adapted to English morphology, such as the term 
‘xematiasing’ used by one first generation participant to describe the process by 
which a person rids another of the evil eye. This is an indication of a lack of fit 
between the cognitive framework of Greek and English which reflects the culture 
specific way in which illness if understood. For the participants in this study, the 
belief in the reality and meaningful nature of this type of illness was as strong as 
their belief in the ability of the modern health care system to treat other 
conditions. This phenomenon highlights the need for cultural awareness of what 
constitutes health, illness and wellbeing which should be integral to the healthcare 
system and interventions and health plans of individuals. It is often assumed that 
“modern” people do not have views like this, and that formal health knowledge 
and modern ideas are more important to their health and wellbeing. Culturally 
determined ways of thinking and behaviours are often overlooked in the modern 
healthcare context which may result in poorer outcomes and low satisfaction 
among users Truong, Paradies and Priest (2014).  
 
It should be noted that the age, education and context of upbringing of the 
participants varied considerably and shaped their knowledge and interpretations 
(Charts, 2, 3, 4). The immigrants were the only generation born and raised in 
Greece, and they tended to have very little formal education. The other first and 
second generations were born in Australia, with the first generation ranging from 
completion of Year 10 to university education. All members of the second 
generation planned to complete university study. It might be expected, under these 
circumstances that members of the first generation would be the main decision 
makers and opinion leaders in matters of health and illness because they are 
currently the generation with the highest levels of formal education. However, 
despite the immigrants having the least formal education, their views were the 
most trusted by the first and second generation. In fact, while several members of 
the youngest generation cited their mother as an important influence in their lives, 
all agreed that their grandmothers were the main source of knowledge and 
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experience for the family. The importance of grandmothers in early childhood 
learning specifically in Greece has been noted Kokkinaki and Vitalaki (2013) and 
reflects a traditional family structure that acknowledges the contribution of 
grandparents to grandchildren’s growth and socialisation. In this study, 
specifically, the degree of trust the second generation participants expressed for 
their grandmothers was notable and also appears to be the basis for their desire to 
maintain the things their grandmothers have taught them into the future. 
 
The participants in this study relied on several sources of health information. For 
the immigrant generation, these included family and friends (especially the 
daughters who took part in this study) whom they relied upon heavily for 
information regarding health, especially when using or obtaining information 
required the use of English. They tended to make an effort to manage their health 
in a way they viewed as Greek. An example of this was their choice in doctors 
and preference for a doctor of Greek background. When members of this 
generation spoke about health, they tended to use their knowledge of Greece, 
which was based on their own early life experiences but also included things they 
had learned from their own mothers and grandmothers before coming to Australia.  
This was supplemented by what their Australian born descendants told them and 
was further coupled with their later life experiences in Australia and their 
interactions with the formal healthcare system. Many obtained health information 
from the Greek TV channel or from other Greek language media they had access 
to. The older participants felt material in Greek, but also material produced for 
Greek speakers, was more relevant to them and reflected their perceptions and 
outlook better than the English language information that predominates the 
healthcare context in Australia.  
 
The other two generations used various sources of information for health. A major 
source for the first and second generation participants was the health knowledge 
they had gained through formal education. This information, which was very 
significant for the youngest participants especially, was what is contained in the 
school curriculum and is studied by Australian school students, regardless of 
background. In this, they had been socialised into the cultural mainstream and 
tended to have the same kind of knowledge and ideas that are commonly 
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expressed in the media and other public discourse in Australia. Despite this, the 
Australian born generations perceived their cultural identity as extremely 
significant with the family, religious and Greek social environment impacting 
strongly on their conceptualisation of health. Regardless of the actual source and 
nature of the health information these individuals use to make health decisions, 
they believe their views and behaviour to be characteristic of their culture and 
background as well as distinct from the Australian mainstream even when the 
content is the same. In other words, they tend to view any practice that is used 
within their family as “Greek” because of the context in which they became 
familiar with it. Their perception of Greekness is extremely important, to the 
youngest participants especially, but what constitutes this characteristic is 
somewhat fluid and also open. For example, they viewed it as “Greek” to eat a 
vegetarian meal in a restaurant as a way of fasting, even though the nature of that 
meal was quite different from the food traditionally eaten by Greeks during the 
same period. Their mothers and grandmothers tended to be more conflicted on 
this issue, and several said they would avoid eating out so as not to have to decide 
how to accommodate. 
 
Greece and the Greek identity was central for all generations when they spoke of 
their understanding of health. For the immigrant generation, their understanding 
of health was closely linked to the Greece of their childhood. An idealised Greece 
was described by most of the older participants as a place that was healthier than 
the modern environment, where everything was natural, and the food tasted better. 
As many members of this generation arrived in Australia as teenagers, this view 
of Greece was likely based on childhood memories intensified by the difficulties 
they experienced in Australia. As such, they reflect a nostalgia that relates, not 
just to health and food, as specifically mentioned, but a period of life when they 
were in the midst of family and had not yet taken on adult responsibilities. In 
other words, their comparisons between Greece and Australia related to different 
cultural and environmental contexts but also to different stages of life.  
 
The older generation’s perception of an ideal Greece was a view that they 
transmitted to their children and grandchildren.  Both the first and second 
generation spoke of Greece in the same terms as their mothers, despite not having 
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much firsthand experience there and only ever having visited the country as 
tourists. Among the second generation participants, there was a view that the 
better tasting food and cleaner environment their grandmothers described was due 
to a lack of chemicals in the environment and no use of hormones in 
commercially produced meat. This shows a clear transfer of the remembered 
culture of the immigrant generation but incorporates ideas about food purity that 
are much more recent and are characteristics of the current Australian context. In 
fact, the participants in this study did not really know what the situation in either 
Greece or Australia was in this regard but had accepted the older generation’s 
selective recollection and interpretation as fact. 
 
Through the generations’ practices and ideas had shifted – the oldest generation 
focused on elements within their cultural purview, such as the taste of food. The 
middle and youngest generations, because of their background, have added 
concepts from the Australian environment, for example chemicals, hormones, and 
pollution. These are issues that tend to be of concern to people who have more 
formal education and that follow health information in the media and were, in 
fact, of interest to the first and second generation participants. An ideal Greece 
was described by all generations, however, and the Australian born generations 
viewed Greece as formed by the memories of the elders, as a place where people 
were healthier, happier and even were food simply tasted better. Many of the 
younger participants felt they would like to live in the type of place they thought 
Greece to be based on their grandmothers’ description. Those who had visited it 
noted that what they had seen did not conform to their expectations but were able 
to reconcile the two contrasting views. Only one second generation participant 
noted (with disappointment) that Greece is as modern as Australia and many 
people have a similar lifestyle. This conflicted view is characteristic of Greek 
communities in other parts of the world as well as has given rise to the well 
known phenomenon of ‘reverse migration’ which seems to be quite common 
among people of Greek background who were born and raised in other countries 
but feel they wish to return to Greece to live. In many cases, this does not work 
out as the individuals involved hope as they, like the first and second generation 
participants in this study, expect an idealised situation that no longer (or never 
did) exists and are, in fact, very different from people in Greece because of the 
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nature of the culture they have been living in (see Kindinger, 2011; King and 
Christou, 2014; King, Christou, and Levitt, 2015). 
 
The youngest generation talks about these two conflated ideas as if they are fact, 
rather than a perception, and does not seem to view the interpretation they adopted 
from their grandmothers in a critical way. This is an interesting aspect of these 
young women’s understanding because their view of Greece (and that of their 
grandmothers) seems to be more beneficial for health than the current Australian 
context, despite the fact that the they have also been given a similar cultural 
memory of considerable hardship experienced by their grandmothers in Greece 
because of poverty and lack of material needs.  Public health messages were also 
repeated by the second generation participants, showing an influence of the 
Australian context, with an example of this being the dangers of smoking. 
Smoking for all three generations was a health concern, and something that they 
viewed as unhealthy. At the same time, they were all aware of the cultural 
acceptance of smoking in Greece as well as this practice among newly arrived 
Greeks in Australia. 
 
Uniformly, however, members of the three generations did not feel that being of 
Greek background gave them an advantage in terms of health. Instead, their Greek 
background was a source of resilience that allowed them to view potentially 
negative experiences through a positive lens. They tended to see various aspects 
of their Greek culture as being associated with health, and having such ideas 
allowed them to be more confident in addressing current health problems and 
issues. In other words, their culture suggested ways of dealing with health that 
allowed the participants in this study to feel a sense of agency underlain by 
knowledge. The constant referrals of members of all three generations to ideas 
and concepts they viewed as specifically being Greek suggested the value in terms 
of resilience of this cultural information, and it was notable that even the youngest 
generation turned to what its members perceived as a Greek approach in solving 
problems. 
 
For all the participants, observation and the resulting empirical evidence 
contributed to their characterisation of health and illness. For example, observable 
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characteristics associated with state of health included happiness, the colour the 
skin, mobility and manner of speaking. The words used to describe health ranged 
from non-specific lay terms (used by the grandmothers) to more formal 
expressions, showing the impact of health education, used by the other two 
generations who used terms like BMI, protein, carbohydrates, fitness and exercise. 
However, the idea that there are observable signs of illness is a very old idea that 
goes back to the classical period (see, Homes, 2010; Katz and Phyllis 1962), and 
the specific signs these participants cited reflect those that were known by the 
grandmothers in Greece.  
 
Interestingly, the Australian born generations relied on these same signs but 
referred to them using terminology in English and concepts learned from school, 
from the media and so forth. The grandmothers, by contrast, talked about these 
same things in ordinary Greek that did not involve any technical terms. This clear 
shows how the younger generations have replicated elements of the 
grandmothers’ conceptualisation by translating them into language its members 
are familiar with. While the members of the immigrant generation have remained 
somewhat isolated from the English speaking mainstream in Australia, the first 
and second generation participants are members of it. Their conceptual framework 
is based on the traditional knowledge framed in older, less scientific language that 
they learned from their elders and have built upon using additional knowledge that 
they absorbed in English from the Australian context. As a result, they possess a 
hybrid understanding of health and illness that combines certain elements of a 
traditional Greek view with other elements of a modern, Australian outlook. The 
exact nature of this understanding and the boundaries of the two domains would 
be very useful to study and to compare with the conceptualisation of other groups 
in Australia as a way of better understanding the experience of health and 
providing more culturally appropriate health care and social services. 
The participants in this study placed a great deal of importance on mental health 
and wellbeing in addition to physical health. They saw health as a unity that 
incorporated both physical and psychic elements. The participants of the 
immigrant generation recognised the stresses of modern life in Australia and 
expressed their concern in terms of the potential for a nervous breakdown [nevra] 
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(see, Clark, 1989; Dunck 1989; Lock and Wekewich-Dunk 1990 among others for 
detailed discussion of this issue). Their understanding of this folk illness included 
traditional conceptions as well as influences of the Australian context which may 
have come from information about mental health they had received as adults in 
Australia and their interpretations in light of their experience of migration. The 
older participants did not have a clear and detailed conceptualisation of mental 
illness, however, and often used the term ‘stress’ to describe it what they viewed 
as negative emotions and people’s inability to function. The experiences of 
migration (pre and post) caused a great deal of stress for this generation that 
continues to impact on their overall health and wellbeing.  
Their resilience was notable, however, and the Greek Orthodox faith enabled 
them to face their challenges. The first generation participants had many of the 
same concerns as their mothers that they associated with the Australian context as 
contrasting with Greece. When they talked about maintaining good health, they 
cited elements of both the Greek view, such as the healing power of faith and the 
importance of formal Church rituals, and the Australia view, such as eating a 
healthy diet and exercising. The second generation participants cited stress arising 
from issues like social media, bullying and ideal body image which reflect the 
Australian context and are not limited to or specific for the Greek community. 
They, too, noted the importance of faith and the security of the Church and its 
rituals. This value the participants themselves place on religion echoes the 
findings of a number of studies suggesting that religious faith has particular 
benefit for the wellbeing of young people (see Scales, Syvertsen, Benson, 
Roehlkepartain, and  Sesma 2014 for a discussion of this issue). 
Food is a seen as a major component of their Greek identity with close 
connections to health by all three generations in this study and having one’s own 
garden was an inseparable part of this. The immigrant generation tried to recreate 
the gardens and orchards they knew in Greece. The fondness of Greek migrants to 
Australia for their garden and the care they have tended to put into cultivating the 
plants they were familiar with is well known in Australia and other countries that 
have Greek diaspora communities (see, for example, Graham and Connell 2006; 
Price 2000). The availability of fresh produce was viewed by all the participants 
in this study as the key to health, a view that came from the oldest generation for 
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whom the contrast between eating home cooked meals and eating other food 
represented eating a Greek diet as opposed to a non-Greek one. The first 
generation replicated this view, citing food cooked at home as superior to food 
eaten out in terms of both taste and quality. The second generation, most of whom 
were not responsible for cooking due to their age and position in the family, also 
recognised the same distinction between home cooked meals and other food and 
clearly relied on their mothers and grandmothers to ensure that “healthy” meals 
conceptualised in this way were available. Interestingly, while the women of the 
first generation generally did the cooking for their family, they relied on their 
parents for fresh produce as their work situation did not leave a great deal of time 
for gardening. Several of the younger women said that they hoped to have a 
garden like that of their grandparents one day, but gardening skills were not 
mentioned among the things they felt they had learned from their grandparents. It 
is possible that this activity was not very appealing to the participants or that the 
heavy work of maintaining the garden was done by the male members of their 
family. A number of them mentioned their grandfather’s attachment to the garden, 
even though their grandmother relied on the produce it generated, so it is possible 
that gardening skills and knowledge are more seen as more relevant for boys in 
this community. 
 
While the first generation participants prided themselves on maintaining a Greek 
cooking style and making Greek dishes for their family, food choice was not 
always agreed upon by the participants of different generations. The first 
generation participants cooked Greek food and used Greek ingredients as a way of 
showing loyalty toward their culture and identity. Their mothers approved of this 
and hoped that their grandchildren would enjoy the dishes they most associated 
with their culture and homeland. All three generations saw the preparation of 
Greek food as a way of distinguishing and separating themselves from the larger 
Australian population. Nonetheless, it is clear that the food habits and preferences 
of the generations are changing. Several participants of the first generation viewed 
Greek dishes as heavy and too rich. Many of the second generation participants 
had this opinion as well and were also concerned with maintaining the type of 
slim appearance that is considered desirable by many young women. Their tastes 
were more similar to the Australian mainstream than to those of their 
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grandmothers, which is likely a reflection of the environment in which they live. 
Additionally, the participants of the first and second generation often opted for 
convenience and time saving, even though they viewed the more involved Greek 
food made from fresh ingredients as superior in a health sense. 
 
One of the most important findings of this study relates to the reliance the 
participants in all three generations place on religious faith as a component of 
health care and believe that their religious observance may have an effect on a 
doctor’s ability to treat an illness. The pattern of value, trust and respect in the 
Greek Orthodox religion by all three of the generations was reflected in the role 
that ritual plays for them. They recognise that doctors may be fallible which is in 
direct contrast to their perception of God’s power and willingness to help them in 
times of need.  The ritual of the Church represent a vital link with the faith of their 
ancestors and serve as a powerful source of resilience drawn upon by members of 
all three generations (see Avgoulas and Fanany 2012a, 2012b, 2013, for further 
discussion of this). The nature of religion and resilience to the participants is 
discussed in Section 7.2 below. 
 
The older participants in this study place greater value and significance on 
knowledge they brought with them from Greece than knowledge that they 
associate with Australia and the non-Greek world. This may relate to their age, 
their position in the family, and their role in caring for their husbands, children 
and grandchildren. They may also feel they understand these practices better 
because they derive from their native culture and fit into the framework that 
culture and its associated language provides. In this, they are replicating the care 
they received from their own mothers and grandmothers as children which serves 
as a model for behaviour related to health. Nonetheless, the older participants 
have been influenced by the Australian environment, even if they are not fully 
aware of the extent. The first and second generation, by contrast, must be 
considered part of the Australian mainstream, despite possessing certain ideas and 
perceptions that are directly related to their Greek heritage. Similar findings about 
the acculturation of Greeks in Australia have been reported in the literature (see, 
for example, Arvanitis, 2012; Rosenthal, Bell, Demetriou, and Efklides, 1989). 
However, as has been discussed by other authors, there seems to be little serious 
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conflict between the generations as evidenced by the participants of this study (see 
Rosenthal, Bell, Demetriou, and Efklides, 1989). 
 
7.2 Religion and Resilience 
 
Participation in the Greek Orthodox Church was seen by all the participants in this 
study as the most identifying feature of Greek identity. They all viewed their 
religious beliefs and practices as the basis of a resilience that was central to their 
understanding of health and illness and that provided them with support in times 
of need. They used the teachings of the church as a framework for understanding 
their experiences of illness in themselves and others and its rituals as a source of 
continuity that spanned the generations and linked them to the larger Greek 
community. In addition to the formal teaching and activities of the Church, the 
participants of all three generations recognised a folk dimension of religion that 
included practices viewed in the community as having a religious basis but that 
are, in fact, outside of the practices endorsed by the Church. Practices intended to 
neutralise the effects of the evil eye fall into this category and represent a folk 
interpretation that remains important for the participants’ interpretation of illness.  
 
Similar their use of both formal and folk medicine, the participants felt no conflict 
between these two outlooks, even when the Church viewed a folk practice, such 
as the wearing of evil eye jewellery, as inappropriate. Considering the model 
developed by Koenig, King and Carson (2012) that links religious belief to health, 
this folk dimension of religion falls into the area of private religious practice that 
the authors connect to a set of positive character traits. However, this model does 
not take into culture specific practices as a specific factor in the process by which 
religious belief impacts on health. Instead, the effects of culture might be implied 
in several components of the model, such as personal experiences and the nature 
of the religious community. Based on the findings of this study, however, it 
appears that the folk dimension of religion described by the participants is 
extremely significant in their interpretation of health and illness as well as their 
strategies for dealing with illness such that, for this community at least, cultural 
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specificities must be accepted as playing a major role in the process by which 
religion supports better health. 
 
For the participants in this study, the most important benefit of their religious 
views were the means they provide for understanding illness and adversity and 
supporting resilience. The importance of this in adaptation, coping, and recovery 
has been discussed by a number of authors interested in the relationship between 
religious belief and health (see, for example Koeing, 2007; Pargament and 
Cummings, 2010; Sherman et al., 2001 among others). For the participants of all 
three generations, the source of their resilience is the belief that God does not 
punish people and possesses a divine plan whose nature is unknowable by human 
beings. 
Free will was also spoken of by the Australian born generations, particularly in 
the sense of sin and its association to choices that people make to stay healthy. 
From this what came through were the rippling conceptualisation of the wider 
Australian community’s understanding of this being that of personal 
responsibility. This is another example where ideas that come from the English 
speaking mainstream have blended with the Greek Orthodox conceptualisation. 
Where old people might say illness is God’s will for them and they should accept 
the situation as best they can, the younger ones might find a personal behaviour 
that relates to the illness. This type of personal responsibility may be from outside 
the Greek Orthodox religion. Explanations of this kind have been shown to aid 
resilience and give people a reason to adapt as well as a meaning to their suffering 
(Murphy, Johnson and Lohan, 2003; Pargament and Cummings, 2010). The 
explanations their religion offers for illness were accepted by all the participants 
of all three generations as being relevant and true in the context of their 
experience. In this, their understanding reflects what is reported in the literature 
about faith (Burch, 2008; Cole, Stevenson and Rodgers, 2009). 
 
In addition to personal faith, the Church, as an institution, remains strong in the 
Greek Australian community and continues to be the centre of community life. 
This likely supports the continuing influence of religious values on young people 
like the second generation participants that is reintroduced in each generation 
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through the Church as a stable, external source and does not depend solely on 
family practice. The family continues to bring the younger generations into the 
Church, but the stability and continuity created by its rituals act as a socialising 
force as well as a source of knowledge and support. Despite concerns about 
weakening faith within the Church (Willert 2014) the meaning and value placed 
on the Greek Orthodox religion for this group will probably remain central to 
younger members of the Greek community in Melbourne as it remains central to 
their interpretation of their experience and is also a powerful marker of Greek 
identity.  
Participants in this study from all three generations spoke of God as their father, 
as a place to turn to for help and guidance, who does not use illness or misfortunes 
as punishment. This traditional perspective originated in the immigrant generation 
and has been adopted and maintained by the younger participants. This acceptance 
is another manifestation of the trust placed in the judgment of their elders about 
matters that relate to the Greek way of life and its perspective on life that differs 
from that of other groups. None of the participants challenged this view, or even 
questioned it, suggesting the importance to them of maintaining a lifestyle that 
they felt was connected to their heritage and their family. Despite differences in 
upbringing, life experience, knowledge base and education, the symbolic core of 
the Greek Orthodox religion was shared by the three generations in this study.  
Separate from the rituals and theology of the Church, the participants in this study 
possessed a set of folk belief and practices they viewed as having the same 
legitimacy. In many cases, these practices represented a practical application of 
the teachings of the Church that had been created by past generations as a way of 
practicing their faith in their daily life. An example of this shared by participants 
from the three generations in this study was the cross, both as a symbolic gesture 
as well as a physical item, which was perceived as a sign of protection and a 
means to show thanks to God. Even the participants of the second generation, 
some of whom were hesitant to admit to a belief in the supernatural, turned to 
religious jewelry (such as cross) as a support and point of focus when distressed 
or troubled. Some of them used evil eye jewelry in a similar way, even though 
wearing a cross is sanctioned by the Church but the evil eye jewelry is not. 
 
162 
 
The strong relationship between resilience and religion expressed by all the 
participants in this study comes from their understanding of the nature of God 
which is not punitive. Religion provides a framework for them in which illness is 
seen as a part of the human experience which may be trying but is manageable. 
Faith and the rituals of religious observance provide time tested means for making 
personal accommodations to ill health (as well as other kinds of adverse 
circumstances) and has allowed these participants to accept and deal with such 
occurrences. As such, religion appears to be the underpinning of resilience in this 
group and its most important tool for deriving meaning from experience. Various 
rituals of the church as well as prayer and miracles also appeared to provide 
emotional sustenance and inner strength that contributed to the participants’ 
overall health and wellbeing and was cited by them as a crucial asset in times of 
trouble. 
 
Despite an acceptance of traditional religious understanding and an acceptance by 
members of the younger generations of the practices their elders viewed as 
important, they did hold conflicting ideas about what all the generations referred 
to as fasting, abstaining from eating or drinking some specific food item as a 
sacrifice for Lent or other religious occasions. Specifically, conflict arose in 
relation to the relative importance of this very visible aspect of practice in terms 
of religious significance versus health impact.  The immigrant generation saw 
periods of periodic abstinence from certain food ideas at times of specific 
religious significance as being good for their health exactly because of their 
religious significance. When fasting was contrary to medical advice they had 
received, for example. The older generation tended to believe the religious 
obligation was more important than the potential health impact. The Australian 
born generations, however, while accepting the importance of fasting in the 
religious context, also accepted health information and the idea that health 
concerns must take precedence to any others, a view that is that were outside of 
the system of their cultural community. 
This appeared as a distinction between the letter and spirit of fasting as a 
manifestation of faith. For the oldest generation, both were important. On the one 
hand, they understood the spiritual benefits of fasting as had been taught to them 
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and were reiterated in the context of Church and formal religious activities they 
took part in. However, the practice of fasting, the visible behavior that showed 
membership in the religious community was equally significant. For the younger 
generations, the spirit of the religious practice is more important and informs their 
views on the validity of food substitutions and ways around the difficulties 
inherent in traditional fasting practices in the Australian social environment. The 
older participants are critical of this approach which they view as cheating on a 
religious obligation. 
 
Notably, even the immigrant generation noted the social challenges of fasting, 
such as when attending social gatherings, and even occasionally cooked meat 
during fasting periods. They commented that such things even occur in Greece at 
present, which they used as a justification for their own behaviour that suggested 
it did not violate the customs of their homeland and the authenticity of their Greek 
identity. Generally, the Greek community in Melbourne is quite critical and don’t 
necessarily agree or support the changes in the current Greek lifestyle that may be 
influenced by Greece’s position in the EU or by other types of social change 
similar to what has been experienced in Australia. The first generation 
participants, all of whom work, generally did not fast for the whole duration of the 
fasting period (50 days) and only fast in the week leading up to Easter. This is an 
accommodation to the demands of the modern work environment and lifestyle. 
For them, there is no real problem in changing their religious practice because 
they believe they are maintaining the more important spiritual dimension of their 
faith. For the youngest generation, the symbolic meaning of fasting as an 
expression of faith was maintained, but they tended to view the actual practice as 
comparable to other forms of eating restriction (dieting), describing fasting as a 
kind of ‘detox’ and expressing concern for their grandmothers who need nutrients 
like iron. 
 
The folk dimension of religious belief was very significant among the participants 
in this study and demonstrates the power of intergenerational trust for this group. 
Regardless of how unbelievable or impossible the participants felt some aspects of 
the supernatural dimension might be to outsiders, they trusted the collective 
experience of their own cultural community that allowed them to believe the 
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interpretations of those they felt knew better, the elders who hold a crucial 
position in the Greek household and at the community level.  Perhaps because 
there are no models or strategies for dealing with the kinds of unexplained events 
magic, folk religion, and superstition address in the public environment in 
Australia, the belief of the first and second generations in what their elders have 
taught them is unwavering. Even when they preface discussion of these topics 
with a statement about the seeming impossibility of supernatural experience, they 
believe in the validity of folk religion in certain, culturally defined circumstances. 
The value of folk practices, such as removing the evil eye or using oil from the 
Church to ward off disease, is adaptive and further support the resilience and 
coping ability of all the participants in this study. 
 
The belief in and value of the folk aspects of religion to the participants in this 
study is closely related to their sense of Greekness, the intergenerational trust that 
exists within families and the wider community, and the linguistic and cultural 
features that are unique to the community. For the time being, these last elements 
remain largely defined by the norms and values of the immigrant generation, 
although a shift is now taking place that is observable among members of the first 
and second generations. While the religious faith and practices are still very 
strong, the younger members of the community have different characteristics than 
the immigrants that include different language facility in Greek and English and 
much greater acculturation into the Australian mainstream. The Greek Orthodox 
Church itself has begun to adapt to this through initiatives, like permitting the 
liturgy to be presented in languages other than Greek Roudometof, (2000) which 
reflect the change of generation and accompanying personal differences in 
diaspora communities. Nonetheless, as the findings of this study suggest, these 
changes have not included a loss of the feeling of being Greek. 
 
7.3 Language and the Idea of Being Greek 
 
Language is a marker of identity shared among a specific population but is very 
subject to change as part of the process of acculturation and life transitions. The 
immigrant generation of this study have been living in Australia for 39-56 years 
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since migrating from Greece. As noted in Chapter 4, the interviews with this 
generation of participants were mostly conducted in the Greek language, firstly, 
because this was the preference of the participants and, secondly, because is a 
general reluctance to communicate in the English language among the elders of 
this community. It is difficult to gauge the real ability these older women have in 
English and whether it extends to all communication skills. Many seem to have 
decided that insisting on using only Greek is the best way to encourage their 
children and especially grandchildren to use the language which is very important 
to them.  Chart 1 (in Chapter 4) showed the self-reported language choice of the 
immigrant generation being Greek. 
 
This strategy, which may represent a conscious decision, may serve as a way of 
maintaining their cultural identity (see, for example Borland, 2006) but does not 
necessarily seem to have had the desired impact on the younger generation. In 
fact, both the first Australian generation and the second Australian generation in 
this study prefer to speak English. The first generation participants are fluent in 
the same type of Greek their mothers use but speak English in their day to day 
affairs and have done so since entering school. The second generation participants 
are speakers of English and typically can use some Greek, although this is often 
not fluent. Nonetheless, the success the Greek community has had in retaining its 
language has been noted, as has the very close connection between their language 
use and cultural identity (Karidakis and Arunachalam, 2016). The tendency of the 
participants in this study to perceive themselves as Greek and, especially among 
the younger women, to try to speak Greek as a reflection of this is an expression 
of this community-wide attitude.  
 
It is important to note the possible sources of such attitudes. One is the often 
stated desire of immigrants from Greece to return to their home country one day. 
However, it is important to recognise other possible contributing factors, 
especially since the older women in this study, for example, no longer seriously 
consider remigrating to Greece. However, at the time of their arrival in Australia, 
these older women had only limited education in Greek, were relatively young, 
were married, and worked mainly in labour/factory type employment. Spoken 
English was difficult, but understanding written language that used the Roman 
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alphabet was a major hurdle for many of them. The inability to fully engage with 
written language, in addition to oral usage, likely separated the older generation 
from the English speaking community and encouraged them to recreate a Greek-
speaking society where they were fully functional. Clearly adaptive, the existence 
of this type of sub-culture undoubtedly contributed to their resilience and ability 
to adapt to Australia, such that the older women associate the use Greek with 
security, familiarity and comprehension, even after decades among English-
speakers. For their daughters and granddaughters, however, Greek does not have 
these connotations. 
 
For the women in the first generation, Greek serves a mostly communicative 
function in allowing them to interact with their parents and older relatives. They 
are bilingual but grew up in a period before multiculturalism was a part of the 
public environment in Australia (see Clyne et al, 2015). Their main concern was 
to fit into the environment on the same basis as other groups. It is this generation 
whose members feel they experienced discrimination and have some ambivalence 
about being bi-cultural. Participants of the second generation, by contrast, express 
a strong desire to ‘be Greek’ but do not seem to share the sentimental feelings of 
their grandmothers towards the language and culture. In other words, because 
their knowledge and understanding is more superficial and has often been 
absorbed through the medium of English, it is the idea of a specific cultural 
identity that is appealing, not the same level of attachment to its practices and 
content. At the same time, they do not share their mothers’ ambivalence and much 
more publicly exhibit their Greekness than their mothers. 
 
In the context of health specifically, the immigrant generation shows a strong 
preference for Greek language sources of information (such as the Greek TV 
channel available in Melbourne on cable) and Greek practitioners. The first and 
second generation, however, make use of health information in English and are 
clearly part of the Australian mainstream in this context. Like English speakers in 
this environment, their health knowledge comes from formal education, the 
media, and healthcare practitioners. This is not a point of conflict between the 
generations because the older women are generally willing to accept their advice 
of their daughters and granddaughters in matters of health care. For many of them, 
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this is not new as they came to rely on their daughters for interpreting and 
assistance with health care and other formal contexts as the daughters were 
growing up. The situation where children by necessity must act as interpreters for 
non-majority language speaking parents is well-known in the healthcare context 
(see Angelelli, 2004) and was the norm for many Greek Australians of the 
immigrant generation. 
 
 The willingness to rely on family members for assistance with English in various 
settings seems to be an aspect of the immigrant generation’s overall attitude 
towards language. They see themselves as Greek and believe strongly that Greek 
people must be able to speak and understand Greek. However, they also 
acknowledge and admire the ability to use English possessed by their daughters 
and granddaughters. While it was vital that their own children, including the first 
generation women who took part in this study, be fluent in Greek because of the 
stage of life and economic situation of the immigrant generation at the time, it is 
less essential for the grandchildren who are visibly part of the Australian 
mainstream. While the grandmothers would prefer that their grandchildren speak 
Greek – and try to accomplish this through various strategies – they are aware that 
their granddaughters’ lifestyle is very different than their own and that of their 
daughters. Their pride in the accomplishments of the second generation is clear, 
and they feel they have benefitted greatly from these achievements, especially the 
ability of their granddaughters to use technology and help them reconnect with 
friends and relatives in Greece and elsewhere. This, to some extent, 
counterbalances the fact that their granddaughters are more Australian than Greek 
in many ways. 
 
Nonetheless, the social and community networks that are facilitated by the nature 
of the Greek community and its language are important to all three generations 
and provide social support and social connectedness (see for example Avgoulas, 
2013; Christou, 2001, Tamis, 2005; Tsiolidis and Polland, 2010). These emotional 
ties are significant and are demonstrated by the tendency of all three generations 
to perceive a distinction between friends and acquaintances who are of Greek 
background and those who are not.  Social networks of this kind are facilitated by 
the existence of a common language, even if it is not used in interaction, which 
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forms a backdrop against which interactions in English take place. This accounts 
for the perception of a number of participants across generations that other people 
from a Greek background understand them better than those who are not Greek. 
Whether this is literally true or not, the social significance of this is considerable 
and illustrates how members of this group see themselves relative to others and 
where the boundaries of in group-out group interactions are. The emotional ties 
that support the maintenance of hereditary language and culture are not unique to 
this community, of course, and have been observed in many locations (see, for 
example, Green, Free, Bhavani and Newman, 2005; Free, Green, Bhavani and 
Newman, 2003; Villanueva and Buriel, 2010 among others). 
 The nature of the Greek used in this community is, in itself, of interest. As 
discussed, the participants in this study from the immigrant generation have all 
been in Australia for several decades, and did not have much formal education. As 
a result, their usage of Greek reflects what was usual in this specific social context 
in the period when they last lived in Greece. That language background developed 
over the ensuing time, but the influences on their usage mostly came from other 
people of a similar background but who were also living in Australia and limited 
access to Greek language media. The availability of authentic Greek material (as 
opposed to sources created in Australia, such as the local Greek newspaper, for 
Australian speakers of the language) increased greatly with the availability of the 
internet and cable TV but was limited for much of the immigrants’ life in 
Australia. As a result, members of the immigrant generation often use English 
words and terms when speaking Greek. Their usage tend to reflect items and ideas 
they associate with the Australian context for which they do not have a ready 
Greek equivalent, either because the item in question does not exist in Greece 
(e.g. Medicare) or they only encountered it in Australia. The older generation’s 
insistent use of Greek has often been a conscious decision they made deliberately 
to hold onto the Greek language. However the Australian influence is evident, 
particular in instances where English words come naturally to them or when the 
Greek word slipped their mind. Nonetheless, despite efforts at the community 
level by the immigrant generation and even the first generation born in Australia, 
the Greek community has experienced a shift in language choice to English and a 
decrease in ability in Greek. This is to be expected as the Australian born 
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generations are not native Greek speakers, although many members of the second 
generation are functionally bilingual. While there can be no doubt that Greek is 
less a language of communication in each subsequent generation than English, the 
role of the language in the activities of the community remains significant. As 
discussed, the use of individual Greek terms to refer to culturally specific items 
and concepts, as opposed to general ones, is an indication of membership in the 
cultural community and part of the cognitive framework of its members.  
 
In addition, identity as a Greek Australian includes the recognition of the 
specifically Greek interpretations of various terms. Not surprisingly, these tend to 
centre on aspects of the home environment (food, terms relating to relationships) 
and religious issues – that are not necessarily grammatically correct and not 
always words used in Greece.  The ‘teachers’ of the Australian born generation 
were their mothers, who were not well educated and who were children 
themselves in Greece.  Despite the Australian generations having some level of 
Greek education (mostly through Greek school), it was the home environment and 
mainly the time they spent with members of the immigrant generation that 
enabled them to speak Greek and, more specifically, the style and dialect of Greek 
used by their parents. For the youngest participants in this study, their experience 
with Greek is even more removed, as their own parents tend to speak English with 
them, and the smaller amount of time spent with grandparents, as well as the 
activities they engaged in during this interaction, has limited their exposure to the 
language. 
 
While many members of the second generation are concerned about the status of 
the language and wish to be able to speak Greek fluently, their experience and 
environment does not fully support this aim. They approach the language more 
like non-native speakers, despite the head start they have in terms of exposure and 
knowledge, and live in a context that uses English in all situations. In this, they 
are similar to members of other linguistic and cultural groups in Australia of a 
similar age, and the issues associated with the maintenance of community 
languages, including the question of the degree to which this should be 
encouraged, has been the subject of considerable consideration in Australia (see, 
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for example, Borland, 2005;  Fernandez et al, 2004). It is interesting that the 
youngest participants in this study viewed current arrivals from Greece as 
potentially being able to support the language at the community level. While these 
newcomers do, of course, speak Greek, they use the language the way it is used 
today. It is likely that members of the established Greek community do not 
recognise the full extent of linguistic and cultural change that has occurred in 
Greece since the original immigrants arrived in Australia, especially as their 
experience in Greece has been as tourists. What type of accommodation occurs 
between long term residents of Greek background and newcomers remains to be 
seen and will be an interesting direction for further study.  
 
7.4 Summary  
 
This chapter provided discussion and analysis of the findings of this research, 
which includes the vital role of religion and Greek identity in health and 
wellbeing for the study participants. The conceptualisation of health possessed by 
the women who took part in this research is closely linked to the principles of 
Greek culture as they understand it and as they learned from the immigrant 
generation whose views were formed in their early life in Greece. For all 
generations, faith remains an important source of resilience but includes a strong 
folk dimension that exists alongside formal doctrine. These characteristic views 
are rooted in a concept of Greekness held by all participants but whose specific 
elements vary by generation and relate closely to the Greek language. 
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Chapter 8 
Conclusions and Recommendations 
 
 
This study concerned the nature and content of the conceptualisation of health 
among three generations of Greek Australian women in Melbourne. The 48 
participants consisted of family groups consisting of a grandmother, who had 
immigrated to Australia in young adulthood from Greece; her daughter, who had 
been born in Australia and represents the first Australian generation of the family; 
and her granddaughter, who represents the second Australian generation. The 
immigrant participants ranged in age from 58 to 78 and came from a rural 
background in Greece, either in the Greek islands or from mainland Greece, and 
did not have a great deal of formal education. The first generation participants 
were aged from 37 to 50 and had at least achieved a year 10 education. Several 
had university degrees and professional careers. The second generation 
participants were all 16-18 years old and were either in their last year of high 
school or their first year of university study. All aspired to professional status and 
expected to complete at least an undergraduate degree. The decision to investigate 
the views of Greek Australian women was based on the role women typically and 
traditionally play in the health of their families in the Greek culture. The inclusion 
of members of the three generations was intended to elucidate any changes in 
outlook and perceptions and also to document the effects on increasing 
acculturation to the Australian context on women of Greek background. 
 
8.1 Summary of findings 
 
The finding of this study suggest that the women who took part in this study view 
health in a holistic manner that incorporates elements of folk belief, introduced by 
the immigrant generation that was replicate in the Australian context, some of the 
views and attitudes they learned early in life in Greece. However, the participation 
of the first and second generations in the Australian mainstream has added 
additional elements that come from the norms of the English speaking 
environment. Many of the specific health concerns of these younger participants 
are similar to those that are prevalent among Australians of all backgrounds. The 
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immigrant generation, while somewhat isolated from the English speaking 
community because of language ability (many are really only fluent in Greek), 
have nonetheless absorbed some of these same ideas from their daughters and 
granddaughters and also view health and illness in a way that incorporates a range 
of elements from different sources. 
 
It was found that an important aspect of the conceptualisation of health of all three 
generations is the understanding provided by their religious faith as members of 
the Greek Orthodox Church. Participants from all three generations derive 
emotional sustenance from their faith which serves as an important source of 
resilience by providing strategies and rationales for illness that allow them to cope 
with and adapt more easily and that also suggest meanings for illness and 
adversity. This effect was observed in all the participants who share the same 
religious views, regardless of age. 
 
The participants in this study also described alternative systems that derive from 
the folk context in both health and religion. These conceptualisations intersect and 
include a limited number of folk remedies for minor health complaints. These 
home remedies make use of ingredients that have historically been important in 
Greece and represent staple elements in the Greek environment. Nonetheless, 
participants of all ages tended to rely on formal health care for anything they 
perceived as serious. Despite this, all the participants recognised certain 
conditions for which the medical profession had no treatment for and which 
belonged to their folk conception of health. The prevalent condition of this type 
was illness resulting from the evil eye, a kind of ill wishing that all the 
participants knew about and many had experienced. They all reported that certain 
people had the ability to neutralise the evil eye using a procedure that 
incorporated folk rituals with religious elements drawn from the theology of the 
Greek Orthodox Church. 
 
Belief in the evil eye and its effects represented the point of overlap between the 
participants’ folk conceptualisation of health and a similar set of religious beliefs 
that are outside the teachings of the Church. These beliefs include the use of 
religiously based folk rituals to deal with the evil eye but also idea that religious 
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items, such as crosses, have a magical ability that can be protective. While the 
participants were very much aware that the Church did not approve of some of 
these practices, they continued to use them because they believed them to be 
effective and proven over the course of time. 
 
Despite similarities in perception among the participants from all three 
generations, there were many differences that came from the experiences of the 
first and second generation participants that came from the Australian 
mainstream. In this, they had noticeably adapted some of the things they had 
learned from the immigrant member of the family to better fit the context in which 
they lived. Much of this related to more evidence-based ideas about health and 
nutrition and also to a more practical approach to the requirements of their 
religion and culture. Nonetheless, the degree of transfer of traditional knowledge 
was high, and the second generation participants, in particular, relied on their 
grandmothers as a source of information about the Greek way of life and Greek 
customs. In this, the level of trust between the generations was clear and was 
viewed uncritically by the younger participants. That is, they felt no hesitation in 
accepting their mothers’ and grandmothers’ views on many health and culture 
issues, including religion, because they trusted their experience and believed what 
they were told to represent a unique Greek identity. 
 
For all the participants in this study, this Greek identity was of central importance. 
For the immigrant generation, the main concern was to preserve their traditional 
view of what Greeks should be like, which included use of the Greek language, 
religious faith in the form they knew from their childhood, consumption of Greek 
food, and an appreciation of Greek culture. A special concern for them was the 
inability of their grandchildren to speak Greek fluently as they viewed this as the 
factor that allowed full participation in the Greek community. The first generation 
participants, who were fluent in Greek and had often acted as interpreters for their 
parents, were less open about their Greek identity, although it was extremely 
important to them. It was this generation that had felt pressure to be like other 
Australians and tended to view the aspects of themselves that were 
characteristically Greek as more private. They made very clear distinctions 
between their Greek social circle and other friends and acquaintances from other 
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backgrounds. The second generation participants, by contrast, were very anxious 
to be identified as Greek and strove to view their ideas and behaviour as 
characteristically Greek. They wished to set themselves apart from other 
Australians, despite having many experiences and interests in common with other 
young women of the same age from other backgrounds through school and other 
activities. They generally did not speak Greek well, and this was of concern and 
troubled some of them. These participants recognised the difficulty of maintaining 
certain aspects of their Greek background into the future without the support of 
language to connect them to the larger Greek community in Greece and 
elsewhere. This highlights the vital role of language in community membership, 
participation and aspects of cultural maintenance and heritage. In practice, like 
their mothers, these younger participants had translated many of the cultural 
practices introduced by the immigrant generation into English in a form that fit 
with their daily life. For this reason, it appears likely that Greek customs will 
remain strong in this community, even as they continue to adapt over time as the 
characteristics of the population change, maintaining a discrete conceptualisation 
of health with many of the same elements and dimensions elucidated in this study. 
 
8.2 Conclusions 
 
This study had six research questions. They were: 
1. To what extent have culturally specific ideas from the immigrant 
generation affected the views of health of members of the first and second 
Australian generations of people of Greek background? 
2. What kinds of cultural information seem to be transmitted and how does 
this differ between the first and second Australian generations? 
3. Does the transmission of health culture occur in the reverse direction (i.e) 
from grandchildren to parents, grandchildren to grandparents and children 
to parents? 
4. To what extent has the Greek Orthodox religion affected views of health 
and wellbeing across the generations of the Greek diaspora in Melbourne, 
Australia? 
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5. To what extent has the Greek language been maintained across the 
generations of the Greek diaspora in Melbourne, Australia and how is this 
visible in each generation's conceptualization of health? 
6. Does the experience of health transmission in this community fit with 
established models? 
Their answers are addressed in Chapters 4, 5, 6, and 7 but can be summarised as 
follows. 
 
Question 1 related to the culture specific ideas of the immigrant generation and 
the extent to which they were held by participants of the first and second 
generations. As discussed, many of the health beliefs of the grandmothers had 
been handed down to their daughters and granddaughters who held the same 
views about their use and efficacy. The younger generations did not question 
these traditional views of health and illness or the practices and customs 
surrounding them, tending instead to see them as time tested and part of their 
Greek heritage that they were anxious to maintain. Participants from all three 
generations placed a great deal of trust in the modern health care system and 
relied on doctors and other professionals for any serious health needs but often 
turned to traditional practices when a situation arose that could be best addressed 
in this manner. This was especially the case for health conditions traditionally 
explained using a folk etiology, such as the evil eye, which was recognised by all 
participants as a condition that could only be appropriately dealt with using 
methods that were part of their unique Greek heritage. 
 
Question 2 related to the types of cultural information transmitted between 
generations. It was found that four main categories of information tended to be 
transferred: religion, culture, language and food. The main axes of transmission 
were from the immigrant generation to the first generation and separately from the 
immigrant generation to the second generation. Interaction between the first and 
second generation was close and intense, but both these generations of 
participants were highly acculturated and interacted mostly in English in a way 
that was more determined by the Australian context. Participants from the first 
generation applied this transmitted information without much conscious 
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deliberation because they had been brought up by immigrant mothers and were 
simply continuing to do things in the way they had experienced themselves. The 
second generation participants were eager to behave in ways they thought were 
characteristically Greek but were also highly flexible in their interpretation of 
what these ways were and how they could be adapted to fit their social needs. 
 
Question 3 concerned reverse transmission from younger to older generations. 
Little evidence of transmission of health knowledge was observed from the 
second generation to the first, likely because the women of the second generation 
were still at school and did not yet have adult responsibilities or experience. 
Transmission from the second generation to the immigrant generation was 
significant, however, and centered on introducing the grandmothers to technology 
and other recent innovations they might otherwise not have been aware of. The 
older women in the study relied on their granddaughters for this and through the 
skills they learned in this way, were able to reestablish and maintain new 
connections with friends and family that further supported their maintenance of 
their traditional Greek identity. Transmission between the first generation and the 
immigrant generation was extremely important as well as the first generation 
participants continued to play the role of interpreter and go-between for their 
mothers in many activities and situations. This included in the area of health 
where the immigrant participants relied on their daughters for advice and 
assistance in dealing with their health and interacting with the healthcare system. 
Even when they did not take the advice offered, they depended on their daughters’ 
support and input. 
 
Question 4 concerned the impact of the Greek Orthodox religion on the 
conceptualisation of health of the participants in this study. It was found that all 
the participants in this study possessed a religiously-based framework for 
conceptualising health and illness and believed in a dimension of faith that related 
directly to health. This served as an important source of resilience for them and 
also suggested coping strategies that could be used in times of difficulty. In 
addition, the participants all accepted a set of folk religious practices that related 
to their belief in phenomena like the evil eye and other supernatural occurrences. 
Even the younger women, whose interpretation of their experience was more 
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influenced by Australian mainstream culture, acknowledged that they had used, 
and would continue to use, such supernatural practices in the future. 
 
Question 5 related to maintenance of the Greek language within the community as 
reflected by these participants. It was found that the immigrant generation 
believed language maintenance to be extremely important in supporting a Greek 
identity. They wanted their children and grandchildren to speak Greek and tried to 
encourage this by refusing to use English. As a result, they themselves remained 
somewhat isolated from the English-speaking community. The participants from 
the first generation were all bilingual speakers of Greek, having used the language 
exclusively with their parents since childhood. They all had native or near-native 
ability in English as well, having been born in Australia and being educated in 
English language schools. They believed that Greek was important for heritage 
reasons and had insisted that their children attend Greek school for the purpose of 
language familiarity. Nonetheless, they used English with their children, perhaps 
because it was more relevant for discussion of issues relating to the children’s 
concerns, such as school and other activities. The participants of the second 
generation generally did not speak Greek, although all knew words and phrases 
relevant to the home, cultural and religious context. Several of them expressed a 
desire to speak the language well but appeared to be hindered in this by the 
difficulty of having to approach the language as foreign speakers. For this reason, 
they generally spoke non-fluent Greek at best and, for some, were only able to use 
individual words that had specific cultural context relating to food, family, and 
religion. 
 
Question 6 related to the nature of transmission of knowledge among the 
participants and the fit with observations in the literature. Generally, the 
participants in this study showed patterns of knowledge transmission consistent 
with what has been observed in other communities, with the immigrant generation 
participants being the initiators of such knowledge, the first generation 
maintaining it parallel to the adoption of other information from the culture of 
residence, and the second generation retaining elements of the original cultural 
content that are mediated by the majority language and culture of which they are 
part. For these participants, however, upward transmission was significant and 
178 
 
appeared to occur more intensively and to a greater degree than has been observed 
in some other contexts. In this, the high level of intergenerational trust is apparent 
and should be seen as an important characteristic that distinguishes the Greek 
community in Australia. Overall, this study suggests that the Greek community 
has so far retained many unique perceptions and practices that derive from its long 
cultural heritage before the establishment of the large diaspora community in 
Melbourne. Despite the high levels of acculturation found here and noted in the 
literature, it is apparent that many cultural practices related to health, but crossing 
into other domains of experience, are being translated into English and adapted 
for the Australian context but not lost (see Mahalingam, 2013; Ciment and 
Radzilowski, 2015, for discussion of this in other contexts). This, in itself, can be 
seen as demonstrating a type of resilience that is associated with the desire to 
maintain a unique Greek identity that is shared by all the generations and will 
likely continue into the future. 
 
8.3 Implications 
 
The results of this study have important implications for the provision of health 
care as well as services and initiatives intended to support community wellbeing. 
In the current context, health and social services are increasingly expected to 
provide care that is culturally sensitive and flexible enough to meet the needs of 
individuals from a wide variety of cultural and linguistic backgrounds. Similarly, 
healthcare professionals are required to demonstrate cultural competence in 
dealing with patients and clients whose perspective is very different from their 
own. However, in order for such care to be made available and for the 
professionals involved to provide it, there must be a literature that provides access 
to some of the cultural prerogatives of particular groups that may not be 
accessible to the providers of health care by other means. This study contributes to 
this need by describing and analysing some of the cultural background of a group 
of women of Greek background in Melbourne. While neither exhaustive nor 
representative of the whole Greek Australian population, its findings do suggest 
that their heritage culture is significant in the ways in which they think about 
health and behave in times of illness. Specifically, this study shows that even 
individuals who may outwardly appear to be part of the cultural mainstream may 
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be significantly affected by unseen cultural precepts that shape health attitudes 
and behaviour. In other words, it may not be possible to anticipate which 
individuals, or groups of individuals, have a culture specific conceptualisation of 
health that may be an important factor in their health care decisions. For the 
participants in this study, for example, the importance of the Greek Orthodox 
religion in their understanding of health and illness is likely to be significant in 
any health experience. For other groups, there may be other, distinctive domains 
of experience that may impact on their health perceptions. This is a possibility that 
cannot be overlooked in the increasingly multicultural context of Australia and 
also has relevance for health and social services more broadly as the need to 
provide culturally appropriate care grows and our understanding of the impacts of 
culture, religion, and language on health continues to develop.   
 
8.4 Recommendations for future research 
 
The findings of this study suggest that there is important insight to be gained from 
a deeper and more nuanced understanding of the way in which culture affects 
various aspects of individual experience, especially as relates to health and 
wellbeing. This study for example, revealed unanticipated aspects of the health 
experience of the women involved, suggesting that the experience of male 
members of the same and other diaspora communities may be as informative. 
Work of this kind would support a better understanding of the experience and 
perceptions of migrants as well as the process of acculturation. This study also 
pointed up the importance of religion as the source of a cognitive framework that 
remains significant among younger community members. This aspect of 
understanding may have additional aspects that did not emerge in this research 
and that may also vary in different communities. Further study of the experience 
of modern Greek Orthodox practice and faith among the young would help to 
expand our understanding of religion among younger people and might also 
suggest strategies and approaches that will support and build resilience that lasts a 
lifetime. Additionally, as this study was conducted in Melbourne, Australia, it did 
not allow for a comparison of experience across Greek communities. In particular, 
it would be very beneficial to carry out similar research in Greece itself to 
investigate the ways in which the culture and practices, related both to health and 
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to other areas of experience, have developed there and compare them to the 
comparable views in diaspora communities. This approach would be especially 
helpful in understanding the identity pressures felt by younger members of the 
community and would offer additional insight into the relationships between 
Greeks in their homeland and those living in other places. 
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The purpose of this research is to explore the transmission of health beliefs 
among three generations on Greek families in Melbourne, Australia and the 
way they understand both health and disease as an aspect of cultural 
maintenance in the context of larger Australian society. This study will provide 
insight into the role of culture in forming individual or group 
conceptualizations of health in this community and will contribute to our 
understanding of the nature of Australian society and the experience of one of 
its major cultural sub-groups. 
 
If you are a female student aged between 16-18 years, whose mother and 
grandmother both live in Melbourne, Australia and you would be interested 
in participating in this research please contact Ms. Maria-Irini Avgoulas. 
           
Participation in this project will involve a semi-structured interview conducted 
in the English or Greek language by Ms. Maria-Irini Avgoulas. The interview 
will centre on your views and the way you understand both health and disease. 
At no time will any personal information about you will be required. Instead, 
you will be asked to discuss in general how you understand the nature of health 
and illness and what a person might do to maintain health and treat illness in 
the context of your cultural background. 
 
 
If you have any questions regarding this project or if you would like to 
participate please feel free to contact me: 
 
Ms. Maria-Irini Avgoulas 
(PhD Candidate-Deakin University) 
Phone: 0423-087-899 
E-mail: mavgoula@deakin.edu.au 
 
 
The Transmission of Culturally 
Determined Health Beliefs among Three 
Generations of Greek Families in 
Melbourne, Australia 
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 Human Ethics Advisory 
Group  
Faculty of Arts and 
Education 
Geelong Waurn 
Ponds Campus 
Postal: Locked Bag 
20000, 
Geelong 3220, 
Victoria, Australia 
Telephone: 03 5227 
2368 
Facsimile: 03 5227 
2260 
Email: 
kyliek@deakin.edu.a
u 
Memorandum 
To: Dr Rebecca Fanany 
School of Humanities and Social Sciences 
B 
cc: Ms Maria Irini Avgoulas 
From: Faculty of Arts & Education Human Ethics Advisory Group (HEAG) 
Date: 27 August, 2012 
Subject: HAE-12-094 
The Transmission of Culturally Determined Health Beliefs among 
Three Generations of Greek Families in Melbourne, Australia 
Please quote this project number in all future communications 
The application for this project has been considered by the Faculty HEAG under 
the terms of Deakin University’s Human Research Ethics Committee (DUHREC). 
Approval has been given for Ms Maria Irini Avgoulas, under the supervision of 
Dr Rebecca Fanany,School of Humanities and Social Sciences, to undertake this 
project from 27/08/2012 to 27/08/2016. 
The approval given by the Faculty HEAG is given only for the project and for the 
period as stated in the approval. It is your responsibility to contact the Faculty 
HEAG immediately should any of the following occur: 
234 
 
• Serious or unexpected adverse effects on the participants 
• Any proposed changes in the protocol, including extensions 
of time. 
• Any events which might affect the continuing ethical 
acceptability of the project. 
• The project is discontinued before the expected date of 
completion. 
• Modifications are requested by other HRECs. 
In addition you will be required to report on the progress of your project at least 
once every year and at the conclusion of the project. Failure to report as required 
will result in suspension of your approval to proceed with the project. 
The Faculty HEAG and/or DUHREC may need to audit this project as part of the 
requirements for monitoring set out in the National Statement on Ethical Conduct 
in Human Research (2007). 
Kylie Koulkoudinas  
HEAG Secretariat 
Faculty of Arts and Education 
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Interview Schedule 
 
The Transmission of Culturally Determined Health Beliefs among 
Three Generations of Greek families in Melbourne, Australia 
 
General questions for all participants: 
 
1. What does it mean to be healthy? (We want to know what you think 
“healthy” means). 
2. How can you tell if someone is healthy or sick? Are there observational 
signs? 
3. What foods are most healthy? How do you know? 
4. What foods are unhealthy? How do you know? 
5. Can we improve/protect our health by eating certain things? (fasting) 
6. Does God make people sick? Why? 
7. Are religious people more likely to be healthy? Why? 
8. Is being sick a punishment from God? For what? 
9. Are there religious teachings about disease and health? 
10. How is illness treated in your family? Are there any specific remedies used 
in your family? 
11. Are there diseases that cannot be treated by doctors? What examples? 
12. How do you treat illnesses in your family without going to the doctor? 
13. Are there diseases or illnesses that are specific to Greek people? 
14. What do you think about magic? 
15. What do you do to stay healthy? 
16. Are there things in your environment that you think are unhealthy? What 
are some examples? 
 
Specific questions for grandmothers (migrant generation) 
 
1. How was illness treated in Greece when you were a child? 
2. When you were sick are a child did you go to the doctor? 
3. How was illness treated in Greece by your parents? 
4. What are some folk remedies that you may remember from your mother 
(fever, cuts or specific remedies). 
5. Have you used or are you aware of any medical plants to treat illness? 
6. Was illness treated differently in Greece than in Australia? 
7. Did you eat different food when you lived in Greece? 
8. What have you tried to maintain and hand down to the younger generations 
about the Greek way of life? 
9. What do you remember about your first few years in Australia? 
10. Did migrating to Australia impact your health? 
11. How many years after migrating to Australia did you return to Greece? 
12. How often do you visit Greece? And why? 
13. Have you been to Greece with your children? And/or your grandchildren? 
14. Is the way of life different in Greece to Australia? How? Why? 
15. Have any of your health lifestyle habits changed since migrating and what 
may have influenced these changes? 
16. Are you a member of any Greek groups and/or clubs? 
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Specific questions for the 1st and 2nd generation 
 
1. What has your mother and or/grandmother told you about how illness was 
treated in Greece? 
2. Do you know if your mother/and or grandmother went to doctors as a child 
in Greece? 
3. Do you know how illness is treated in Greece? 
4. What has your mother and/or grandmother told you about her first few 
years in Australia?  
5. Do you think migrating to Australia has impacted her health? 
6. Have you been to Greece? If yes, how old were you and with whom did you 
go?  What do you remember about Greece is it similar to what your mother 
or grandmother has told you? If no, why? Would you like to visit Greece? 
If yes would you like to go to Greece again? 
7. What do you know about the way of life in Greece- is it different to the Greek 
way of life in Australia? Do you know of any Greek remedies (health beliefs) 
and from whom? Do you use them and trust them? Have you taught your 
mother and or grandmother any non-Greek remedies? If yes do they use 
them? 
8. Do you have many Greek friends? 
9. Have you shared your Greek culture (customs, traditions, health beliefs) 
with any of your non Greek friends? 
10. Are you a member of any Greek clubs or groups? Why? If yes have these 
groups provided you with a link to your Greek heritage  
11. What has your experience been as a 1st or 2nd generation Australia? School 
and what they may have learnt from their mother or grandmother about the 
Greek culture (language, food, cooking) 
12. Did you go to Greek school? Why? Did you like it?  
13. Is it important for you to maintain the Greek way of life? Why? How? Would 
this be or has it been challenging? 
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